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hospital through whose maze of rooms and 

corridors I passed finally to the quiet office 
of my host, the superintendent. We talked a long 
time about administration, administrators, and 
their training. That night—perhaps because of 
this interview—I had a curious dream in which I 
entered a great hospital lobby. After some wan- 
dering, I saw the door which I was seeking, la- 
belled “Superintendent.” Strangely enough, it 
was approached by what seemed to be a small 
flight of steps, and a number of men and women 
seemed to be trying to enter it. As I drew nearer, 
these people appeared to be stumbling over the 
steps, which looked as though they were of loose 
pieces, easily disturbed. When I had shouldered 
my way through the competitors, I drew near 
enough to see that the steps were really assorted 
piles of committee reports about the training of 
hospital executives. There were American Hos- 
pital Association reports, American College of 
Hospital Administrators reports, Rockefeller 
Foundation reports, and individual reports, mak- 
ing all together a slithering barrier, but I waked 
up before any tragedies had occurred. 


N= long ago I spent an afternoon in a large 


If my dream had been truthful, and not bizarre 
as most dreams seem to be, these reports would 
have assisted instead of obstructed those who 
were trying to reach their goal. And there would 
have been more than one doorway, if the dream 
had fitted the facts of experience. For the office 
of hospital administrator has been successfully 
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entered by at least three doors; the wide, fre- 
quented portal of apprenticeship; the new, nar- 
row ladder of systematic education; and the 
greasy, subterranean trapdoor of politics. 


Nine years ago, when with a Rockefeller 
Foundation grant I was working on one of the 
aforesaid reports, later published under the title 
of Hospital Administration: A Career, I had op- 
portunity to talk with the hospital superinten- 
dents who have done most in training young men 
and women by apprenticeship, and to visit most of 
the organized courses or institutes which had then 
been established. From these observations I 
learned one thing which subsequent experience 
has made seem even more significant than it did 
then: that the kind of people selected for appren- 
ticeship or admitted to courses is first and fore- 
most to be considered. What is offered the appren- 
tice by his mentors or the student by his instruc- 
tors is obviously important. But the quality of the 
student admitted to these privileges is more im- 
portant still. So during all subsequent years I have 
always asked of institute or course leaders not 
only, “What do you give?,” but laid a great deal 
of stress on the question, “Whom do you get?” 


I had occasion to participate in one extension 
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course offered by a university, wherein a group of 
30 students included some nurses just out of 
training school, side by side with men and women 
who had held administrative positions in hospitals 
for 10 or 15 years. There were some physicians 
of middle age and some laymen in the middle 20’s 
who, after high-school graduation, had had busi- 
ness experience and two or three years as hospital 
bookkeepers. Neither instruction nor vocational 
guidance to such a heterogeneous and unstand- 
ardized group could be educationally worth while. 
Before that course was over, I had a card circu- 
lated, asking for written comments or criticisms 
about the course, and I have always remembered 
two of them which, like plus and minus signs, 
cancelled one another. One said: “Why don’t 
they tell me something I don’t know?” The other 
complained: “I found a great deal very hard to 
understand.” 


Institutes for Hospital Administrators 


From 1933 to 1936, my annual contact with the 
students of the Institute for Hospital Administra- 
tors at Chicago has been an enlightening experi- 
ence. It was inspiring to come to know, through 
two weeks’ daily contact, over 400 men and 
women from hospitals in all parts of our country 
—a majority from small hospitals, but many 
from large institutions in great cities. These 
men and women had attained executive positions 
in hospitals through the role of apprenticeship. 
They represented every type of educational back- 
ground, including the not-to-be-despised school of 
hard knocks. All, nevertheless, had carried the 
responsibility of an executive office and the 
teacher could deal with all on this common level. 
While the group has always been too large and 
somewhat too diversified to permit the most effec- 
tive and individualized teaching, the opportunities 
for personal give-and-take during a fortnight of 
continuous residence have considerably lessened 
this deficiency. 


In the four years, I do not recall any comment 
so significant (in response to the annual request 
for a written statement from the students) as the 
one which read, “I have learned how to ask ques- 
tions of myself.” A “refresher course” or insti- 
tute for people already engaged in hospital admin- 
istration should do just this—help éxecutives 
define the problems of their institution and its 
community relations, so that they can ask them- 
selves specific questions and then secure definite 
information which will answer these. A good 
refresher course should also send students away 
with the understanding that a complete set of 
ready-made answers to the problems of their own 
institution cannot be had from the experience of 
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any other hospital or from the lips of a hospital 
authority. 


Observation of these 400 “Instituters” gives 
evidence concerning the value and deficiencies 
of the apprenticeship system of preparation for a 
hospital career. Out of the apprenticeship system 
the substantial and improving leadership now in 
the hospital world has been developed. Certainly 
the apprenticeship system has brought forth 
people who face realities and who keep their feet 
on the ground, qualities essential to the manage- 
ment of institutions which must run 24 hours a 
day for 12 months of the year, dealing with 
human and financial situations from the most 
serious to the most trivial. The typical Institute 
student, a product of apprenticeship, generally 
comes with the question, “How shall I do this or 
that—e.g., calculate per capita costs, reduce food 
waste, pacify ‘prima donnas’ on the medical 
staff?” The students need to learn that “what” 
and “why” come before “how’’; that, for instance, 
the arithmetical process of calculating a per 
capita cost, when learned, may be more trouble- 
some than helpful to him unless he has thought 
out why he wants per capita costs and just what 
he wants to use them for. Very frequent among 
the questions raised by executives of the smaller 
hospitals were problems of medical-staff organ- 
ization. What is the formula for organizing a 
staff? The principles of the American College of 
Surgeons take us a certain way. But discussion 
with the small-hospital superintendents showed 
that their problem was really one of underlying 
purpose. Was it the purpose of their hospital to 
meet community needs? Or how far was their 
hospital really set up as a place for private prac- 
tice by the local physicians? Did the Board of 
Trustees possess—or, what is more likely to be 
important, how far was the Board willing to exer- 
cise—authority to shape hospital organization to 
the end of community needs? Those who clearly 
understand purpose, i.e. what they are organizing 
for, have little difficulty in working out how to 
organize. 


Institutes may now perhaps become danger- 
ously popular. They may be multiplied through 
state and regional meetings, the desires or ambi- 
tions of localities, until a very good kind of butter 
may be spread thinly over poorly baked bread. 
Hospital administrators now in the field will be 
benefited by wisely conducted, annual institutes 
in a central location, plus a few regional ones 
also, at well-spaced intervals of place and time. 
But there should be reasonable restraint upon the 
number of institutes and refresher courses. Defi- 
nite admission standards in behalf of a qualified 
and homogeneous group of students will be im- 
possible if a competitive spirit should dominate 
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this movement “ne refresher course conducted 
in recent years has exemplified this danger, ad- 
mitting, as it did, students who had not had previ- 
ous direct acquaintance with hospital administra- 
tion or who were immature. A refresher course 
or institute is not a training for hospital admin- 
istration. It is a means by which people already 
possessing experience may keep - themselves 
abreast of progress in the field. 


The Course in Hospital Administration at the 
University of Chicago 


The only continued experience with education 
for hospital administrators on the university level 
has been at the University of Chicago. In the 
discussions and reports on college and university 
work in this field, most of the attention has been 
given to the kind of curriculum needed. The Chi- 
cago experience makes possible some comments 
on the other vital question—the kind of student. 
Study of the applicants of this course during 
three years, and selection from among these ap- 
plicants of about one-third—all that could be 
admitted—have led to some practical conclusions. 


The applicants have been of four types: (1) 
physicians; (2) nurses; (3) young men who, after 
being graduated from college, had some business 
or minor hospital experience or some _ post- 
graduate work in a school of business; (4) a few 
men and women who had already served as hos- 
pital administrators and who wished to take a 
year for a systematic educational program. 


Of the physicians who applied, some were men 
in middle life who had not done well. The three 
medical men who were admitted were young, 
with good records behind them. That only a 
small number of capable young medical men ap- 
plied is due to several reasons. Chief among these 
seem to be the length and expense of the medical 
course. By the time the student has graduated 
from his internship, he rarely can afford to spend 
another year in study and generally dislikes to 
ask his family to support him longer, even if they 
can. It also appears that young physicians of 
ability who wish to enter hospital administration 
can, by the time they have completed a residency, 
secure positions as assistant executives in many 
first-rank hospitals, at small but still living sal- 
aries, and thence work their way up. A third 
reason is that hospital administration at present 
carries negative rather than positive prestige 
among the faculties of medical schools. 


Adequate funds for scholarships would remedy 
the first difficulty and would relieve the second. 
The third can be removed only gradually, as hos- 
pital administration acquires status. University 
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recognition of an educational program for admin- 
istrators is one but by no means the only element 
that will advance this status. 


Hospital Administration as a Career 


Those interested in hospital administration as 
a career for medical men will do well to observe 
recent progress in the public health field. The 
career of health officer is gradually being elevated, 
through a combination of educational and public 
measures, into a specialty which able medical 
students will ultimately select with the same dig- 
nity and assurance with which they now choose 
private practice or laboratory research. The 
establishment in universities of systematic train- 
ing in public health administration has been one 
element in furthering this progress. 


The experience of winnowing some 25 medical 
applicants during the three years, of talking with 
a number of other physicians who did not form- 
ally apply, and of conferring with a number of 
deans of medical schools and executives of teach- 
ing hospitals, has led to the conclusion that, at 
least for some years to come, graduates in medi- 
cine will rarely spend more than one year in 
special work for hospital administration. Voca- 
tionally they will not need to do so in order to 
obtain a good start, with a salary on which they 
can marry. The acquisition of a Master’s or a 
Ph.D. degree adds little to the prestige of a man 
who already holds the M.D. degree. Until the 
medical course is itself modified so as to be adapt- 
able as preparation for other work than clinical 
medicine, all educational programs for physicians 
in hospital administration must wrestle with 
these economic and vocational facts. If some 
scholarships are available, I anticipate that a 
small but yearly increasing number of first-rate 
young physicians will seek university courses in 
hospital administration. 


A considerable number of nurses made inquiries 
about admission to the course at the University 
of Chicago, but few made formal application. 
Only a comparatively small number of mature 
nurses have had a college degree and most of 
those who could meet that requirement are now 
well established in educational positions. Most 
of the nurses who are graduated from university 
schools of nursing and who would meet the edu- 
cational requirements at Chicago, now have their 
interests directed towards executive or teaching 
positions in the public-health or educational sec- 
tions of their profession. These interests may, 
however, broaden during the coming years. 


The educational needs of physicians, nurses, 
and laymen with a generalized college and busi- 
ness training, are very different—-so different 
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that the instruction of a large class including 
these three groups would be difficult if not im- 
practicable. In a small group of not more than 
eight students, however, individual attention to 
each member is possible, and the differing back- 
grounds and needs of the students can be made 
to furnish a stimulus instead of being a handicap. 
In view of the disproportionate attention which 
has been given to curriculum-making in many of 
the reports and studies, it is worth while to study 
what the student seems to need as well as what 
we think he should get. 


The physician enters a course in hospital ad- 
ministration with a background of contact with 
the central and essential work of the hospital— 
the diagnosis of disease and the treatment of the 
patient. He has had two years of undergraduate 
clinical work and two years or more as intern in 
a hospital. He possesses very slight familiarity 
with the technical administrative branches of a 
hospital, its finances or its community relations. 
His background of specialized knowledge will also 
have led him to certain notions, not always con- 
sciously formulated, of what a hospital and hos- 
pital administration are for. He needs to re-think 
his past experience, as well as to obtain new ex- 
perience concerning hospitals. He needs to acquire 
a good deal of knowledge and understanding con- 
cerning administrative departments, financial 
and personnel management, and the maintenance 
of sound community relations. In acquiring this 
and other information, he presents an educational 
problem essentially similar to that of other stu- 
dents. The special educational problem which he 
presents—that of acquiring a new orientation of 
his past experience in hospitals—differentiates 
him from students who do not possess a medical 
training. Before he leaves the course, he should 
have acquired a concept of the hospital as an in- 
stitution for community service as well as for 
medical work; should have learned to understand 
and appreciate the elements of public good will 
on which the hospital, governmental or voluntary, 
must rely for its support; and should have at- 
tained a concept of administration which is not 
that of the disciplinarian, as the intern may have 
experienced it. 


The medical man starting in a course of hos- 
pital administration must also master certain 
techniques, such as accounting, the handling of 
elementary statistics, and must work with organ- 
izational and economic problems which he has 
never studied previously or which may have been 
studied as far back as his sophomore year in col- 
lege. To learn to think in terms of problems of 
organization instead of the problems of indi- 
viduals, in which he has been specializing during 
years of clinical work, is not easy. 
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The needs of the nurse are in some respects 
similar to those of the physician. She may have 
especial difficulty in understanding a concept of 
administration which is not authoritarian. She 
may have especial difficulty in learning to deal 
with finances and statistics. It is not likely that 
graduate nurses who hold a college degree will be 
willing to spend, or need to spend, more than two 
years in special study and in internship before 
taking a position from which they can derive an 
income. At present, the administrative positions 
open to nurses in hospitals are (outside of the 
directorships and assistant directorships in train- 
ing schools) chiefly as the heads of small hospitals 
and as assistant executives or heads of depart- 
ments in large institutions. Here, as always, there 
is opportunity for exceptional women to rise to 
the leadership of large hospitals, but any one who 
is offering vocational advice to nurses concerning 
a career in hospital administration must deal with 
the outlook realistically. It is not fair to demand 
a longer or more expensive period of training 
than the practical prospects of the career are 
likely to justify. 


The educational needs of the man with a gen- 
eral college training, with or without previous 
business experience, are first and foremost to 
learn what a hospital is like and what it is for. It 
is especially important that he appreciate that it 
is primarily a medical institution, so that he does 
not approach the hospital administration as the 
problem of running a hetel for sick people. One 
gentleman sought information about the Univer- 
sity of Chicago course, urging as his qualifications 
that he had had nine years of hotel experience, 
four as assistant manager in a large hotel in 
which they had had a great many doctors among 
the guests. I asked him, “Why do you think you 
need a university course?” ‘Well, it would polish 
my front.” , 


A review of some 50 applicants other than 
doctors and nurses, and of a number of men who 
inquired but did not apply, led to the important 
conclusion that young men and women rarely 
make their vocational choice for hospital admin- 
istration until after graduation from college, cer- 
tainly much later than the junior college period. 
It is true that vocational choices for such careers 
as law, medicine, engineering, and teaching are 
not infrequently made earlier, particularly when 
there is family membership :in one of these pro- 
fessions. But hospital administration is not yet a 
recognized profession, or even a career which is 
viewed as a definite vocation by the man in the 
street. Vocational choices for such careers will 
generally be made much later than for the estab- 
lished professions. Any practical program for 
the education of hospital administrators must 
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accept this existing vocational situation. Very 
few men will make a vocational choice early 
enough to enable their undergraduate work to be 
shaped with reference to a career in hospital ad- 
ministration. 


One good reason for this is that executive posi- 
tions are not available to the very young or imma- 
ture. Picture a student graduated from a junior 
college at the age of eighteen, who then decides 
to enter hospital administration, and who would 
then take an “undergraduate course” in the sub- 
ject for a bachelor’s degree. He would find him- 
self with the degree at the age of twenty and with 
the opportunity, at most, to acquire experience in 
a hospital with at least three, or more likely five 
years to wait before he would be regarded as 
mature enough to be a department head in an 
institution of any size, much less to be executive 
head of even a small institution. In other words, 
training for administration—and this applies for 
administration in any field—is a specialized edu- 
cation which, if it is to be put to use without a 
long period of waiting, must be primarily for 
mature persons. 


Vocational considerations also render it very 
doubtful whether students of any group—physi- 
cians, nurses or laymen—will return to a univer- 
sity for a year of study after thay have completed 


an internship. If they are reasonably competent, 
they can move directly from an internship into 
a salaried position. 


The Three Phases of an Educational Program 


The experience at the University of Chicago 
has shown the utility of each of the three phases 
of the.educational program which have been 
recommended in most of the report’ on this sub- 
ject, i.e., academic courses, pra’ ‘*_al studies and 
a period of internship. One of the great advan- 
tages of establishing an educational program in 
hospital administration within a large university 
is that all of the basal subjects and many of the 
technical ones are already taught in existing 
courses. Thus all of the following (and many 
other) subjects were already treated adequately 
in existing courses at Chicago: principles of 
organization, community organization, general 
economics, all the needed special phases of eco- 
nomics, personnel management, business finance, 
accounting, statistics and business law. The 
University provides particularly valuable oppor- 
tunities during the present formative period when 
education for hospital administration is new, and 
when, as has already been illustrated, students 
come with widely varied preparation and back- 
grounds. Thus some of the medical students 
could secure the necessary breadth of base by 
taking general courses in economics or sociology, 
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while the students without previous medical 
training invariably pursued certain courses on 
disease given by members of the medical faculty 
at the University School of Social Service Admin- 
istration. All students took a general survey 
course in the history and development of “Health 
Institutions and Services,” offered in the depart- 
ment of sociology. 


By thus having the varied curriculum of a large 
university to draw on, it was possible to outline 
for each student, during the first period of his 
work, a program which would meet his special 
needs and which would, after a time, give the 
whole student group a common basis of informa- 
tion and point of view. 


The practical studies were set up as a course in 
hospital administration under the School of 
Business, a professional training course con- 
ducted by Dr. Arthur C. Bachmeyer and the 
writer. This has consisted of field studies in 
hospitals, ranging from six to ten hours weekly 
for a half-year, along with lectures and seminars 
of from four to eight hours weekly. During the 
first part of this course, the field trips and semi- 
nars have been concerned with the professional 
departments, e.g. medical and nursing staffs, 
laboratories; during the latter part of the period 
with the business and domestic departments, e.g. 
accounting, finance, dietary, housekeeping. It 
has proved to be of prime importance that each 
student shall study each type of department in at 
least two hospitals, so that, by comparison of 
similar problems solved by somewhat dissimilar 
methods, he will learn to perceive general prin- 
ciples through the mass of details. For a group 
of eight students, three hospitals were used for 
most of this field work, a number of additional 
hospitals being visited for special purposes or by 
the whole group for a general survey. Most of 
the visits, however, have been by students work- 
ing in pairs. Written notes have been required. 
Syllabi for each department have proved useful 
and have been designed to suggest questions and 
problems rather than to furnish information. 


A most important element in the practical 
studies has been the seminars, where the whole 
group of students meets, usually twice weekly for 
two hours at a time. A certain amount of infor- 
mation has been given by the instructor during 
this period, but a large part of the time has been 
spent in reviewing the field work, eliciting each 
student’s observations and impressions, making 
comparisons, correcting misapprehensions, and 
developing understanding. 


Intern in Hospital Administration 


There has been no difficulty in securing intern- 
ships for this small group of students in first-rate 
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hospitals. The value of such an experience is 
unquestionable. It will take several more years 
to work out the most desirable methods of utiliz- 
ing the “administrative intern.” He must be 
given some definite duties; must also have oppor- 
tunity to learn about the hospital as a whole; and 
there must be time for conferences with the 
administrator and his chief assistants. Thus far, 
it seems that the most successful procedure dur- 
ing the internship is to let the student become 
acquainted with the hospital in a general way 
and with the chief departments during the first 
few months; then to assign him a particular 
subject of probable practical use to the hospital, 
on which he is to make a report. He should, 
however, have time during this period to continue 
his observations of the work of the hospital as a 
whole. The problem yet unsolved is how to make 
the work positively educational rather than 
merely observational. This will demand the time 
and thought of seasoned administrators. 


Most but not all of the students have registered 
as candidates for a Master’s degree. One has 
gone on for a Doctorate. To some students, par- 
ticularly physicians, the Master’s degree does not 
seem important. In any case, students should be 
required to carry through some careful piece of 
research work with a written report or thesis. The 
ability to look into a hospital problem and write 
a clear and convincing report about it is a valu- 
able training for.every administrator. 


All students, with whatever backgrounds and 
outlooks, have one common need—to learn what 
it’s all about. What is a hospital for? What is 
administration? It is possible for students to 
spend a long period acquiring information and a 
mastery of what may be called “tool” subjects, 
without ever obtaining an understanding of the 
underlying purposes of the agency which they 
are studying. Such an understanding is neces- 
sary in order to have objectives in mind and to 
be able to take part in determining policies. 


The same problem has been faced for years in 
university schools of business. The student who 
enters such a school could spend years in studying 
the innumerable techniques of business enter- 
prises. As a business executive, however, his 
future work will not be to perform techniques, 
but to understand their objectives, and therefore 
to be able to organize and coordinate them for the 
achievement of common purposes, which are the 
purposes of the business as a whole. The obvious 
purpose of a business is profit, but businesses 
must also maintain satisfactory public relations 
through decent commercial, labor, and civic prac- 
tices. Hospitals are mostly non-profit enterprises 
and they are immensely more dependent upon 
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their public relations than is business. These 
points are mentioned merely as illustrations of the 
importance of giving students a point of view as 
well as information and skill in institutional tech- 
niques. The needed ideas are not gained through 
teaching verbal definitions. They are acquired as 
a result of the student’s experience, interpreted 
partly by his own meditations, but more especially 
through the attitudes of the chief instructors and 
through the discussions in the seminars. 


Not so very long ago, most hospitals were little 
more than storage places for the sick poor. The 
manager of such a hospital needed to be a kind- 
hearted hotel keeper. There are some hospitals 
which are primarily places in which physicians 
carry on their private practices and which need 
for their administrator a hotel keeper who is a 
good collector of bills. The hospital which fulfills 
its full responsibilities at the present time is an 
agency of the community for furnishing, organiz- 
ing, and improving medical service. Such a hos- 
pital needs an executive officer with broad as well 
as intensive education, with an alert and dis- 
ciplined mind, who cannot only visualize but can 
direct the interplay between community and insti- 
tution. The financial as well as the professional 
support of hospitals will in the future depend 
more than ever before upon this interplay. 


Anxiety has sometimes been expressed whether 
the development of university teaching in hospital 
administration might threaten the status of men 
and women who have come up through appren- 
ticeship rather than through formal education, or 
might close the door to a hospital career in the 
future to those who seek to enter by the appren- 
ticeship route. Such fears are unfounded. Nearly 
ten years ago, I estimated that, excluding the 
federal hospitals and the small proprietary hos- 
pitals administered by their physician-owners, 
there were about 7,000 positions as administra- 
tors, or assistant administrators with executive 
responsibilities, in the general hospitals in the 
United States. The number must be about the 
same today. The students who would be turned 
out during the next ten years from universities, 
even if a dozen universities were to start courses 
similar to that in Chicago, would be far too small 
in number to exercise any serious influence quan- 
titatively. 


Qualitatively, the influence of such courses will 
be all the other way. Whatever dignifies and 
heightens a hospital career in the minds of the 
public, and particularly in the minds of the trus- 
tees and public officials who employ hospital ad- 
ministrators, will enhance the position of every 
competent person now occupying an executive 
position. 
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The Values of Hospital Service... 


HONORABLE ARTHUR HARRY MOORE, Jersey City 


ate, there is a statue of the old country 

doctor in his long Prince Albert coat. 
It was placed there by one of the southern states 
and on it is inscribed, “A country doctor who be- 
lieved that God called him to heal the sick.”’ The 
statue was placed there as a tribute to the country 
doctor and to remind us of his service to human- 
ity. Oh, yes, we are different, we have progressed, 
old things are past, these men and women could 
not measure up. Couldn’t they? 


O x. the door of the United States Sen- 


You have taken the torch which has been borne 
by the scientists and the doctors, and the hospital 
people of other days, to carry on. Why? Life, 
liberty, and the pursuit of happiness. That is 
the reason. I think some times when I go to my 
own office I seem to have a sort of sanitarium. As 
I go in, there is a girl sitting there, her back 
curved, her limbs are all shrunken up so that she 
cannot use them. She moves herself around on 
crutches, but she is a lawyer. Think of it! You 
made it possible for her to become a lawyer. You 
helped her to overcome her handicaps so that poor 
little mite of a girl could become a lawyer. What a 
spirit! What a wonderful calling! On the other 
side is a poor boy with sightless eyes. He is study- 
ing law! A sightless kid! I wish there might 
be some doctor in some hospital who could touch 
his eyes and make him see. Science has done 
something to help him; it has given him another 
pair of eyes, the big brown eyes of a dog. That 
dog brings him to the office every day and sits 
by him all day while he studies law. We have 
advanced, have we not? 


Thinking of that reminds me of one day down 
at Rutgers College commencement. The colleges 
in New Jersey received their charters from the 
King and Queen of England and in those charters 
it is provided that the Governor of New Jersey 
shall always be president ex officio of these col- 
leges. That was done so that the King might 
always have his hand on the colleges. He did 
not reckon with Washington, but the charter is 
still there. I looked at two or three hundred boys 
coming out in their caps and gowns, and there 
they sat all ready to go out to save the world. A 
_ name was called and a big dog got up and came 
down the aisle, and the dog started toward the 
platform. I said to the president, “What is the 
dog for?” He said, “Look back there.” I looked 
back and there was a boy holding on to the leash 
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of the dog, with his cap thrown back, his sight- 
less eyes wide open, smiling into space, and up 
they came, up the stairs; they stood in front of 
the president and the dog wagged his tail and 
looked up as much as to say, “Give us that old 
diploma for which we have been working for 
three years.” That dog had brought that boy to 
Rutgers for three years. They started down the 
steps; the dog went down one step and turned 
sideways. I asked, “What does he do that for?” 
“He does that so that if the boy falls, he will fall 
on him’; the dog going down there to take the 
fall of the man. The audience rose and cheered; 
I think they were cheering that dog just as much 
as that sightless boy. But he got through college 
and he is getting on, doing things because of sci- 
ence, because of men and women like you. 


I have been Governor and Senator, and of 
course I am familiar with government owned hos- 
pitals to some extent, not enough to be able to 
tell you anything you do not already know, how- 
ever. I think of that story of an engine that broke 
down and they sent for everybody including the 
President, but no one could start the engine. Then 
they sent for a fellow who knew how and he took 
a hammer and tapped on it here and there and the 
engine started. The man sent in his bill for 
two hundred and fifty dollars. The president read 
the bill and said, “Send it back to that fellow and 
tell him to itemize it.” And the bill came back 
this way, “For tapping with a hammer, $1; for 
knowing where to tap, $249.” That is your posi- 
tion exactly; you might answer that by saying 
to me, “If the politicians would leave the hospitals 
to the administrators and doctors that know how, 
possibly there would not be any hospital problem 
throughout the nation.” 


We all know, of course, that it is a far cry from 
the first hospital of Benjamin Franklin in the 
colony of Pennsylvania way back in the seventeen 
hundreds to the great medical centers and hos- 
pitals which now dot the nation from coast to 
coast and from border to border. The time is 
rapidly passing when our heartstrings may be 
stirred by that line, “I remember, I remember, the 
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house where I was born.” Now we will soon have 
to say, “I, remember, I-remember- the. maternity 


ward where I was born.” ‘There is not-so much - 


soul stirring in that, but it represents efficiency. 
In my own city of Jersey City we have a medical 
center presided over by one of your distinguished 
members, Dr. George O’Hanlon. 


We realized some time ago, and I appreciate 
more than anything else that I had a little part 
in it, the fact that crippled children were not 
too happy in the public schools in the midst of 
children who were well and strong; so we built 
a public school for crippled children. It was my 
privilege to have a little part in planning for 
this school. It was the first cripples’ school in the 
United States, and so we may boast of it. There 
are others now, but that was the first. Busses 
bring the children to the school, elevators convey 
them from one floor to another, and a gymnasium 
with special apparatus is provided to aid them. 
Every day the orthopedic surgeon visits the chil- 
dren of the school and their education is con- 
ducted under his advice and guidance. I have a 
watch that was made by crippled children thir- 
teen years of age. I have other watches more 
beautiful but none more precious to me than this 
watch made by these thirteen year old children. 


I love to go to that institution and watch the 
children. They sit there in wheel chairs, some 
with crutches, some with braces, some with sight- 
less eyes wide open, and they sing and laugh, and 
are happy. Why should they laugh? Why should 
they be happy? Why should they sing? As I 
stand there listening to them, I think of other 
fellows, big husky fellows, who come to me and 
tell me of their troubles, and I compare them with 
these children, handicapped and wracked with 
pain. One day the principal of the institution 
said to me, “Governor, you will hear the class 
motto”; and they stood up and with one voice said, 
“The Lord is my Shepherd; I shall not want.” My 
mother taught me that as a child, but it never 
really meant so much to me as when I heard it 
from the lips of those three hundred handicapped 
children. Who else was their shepherd? What 
chance have they in these days of competition 
when every one is fighting for something? What 
chance have they unless God Almighty puts it 
into the hearts of some one to give them a chance, 
to help them to live? Doctors and nurses come 
there to help them, to help make them happy. 


You know I fervently hope that in these pa- 
ternalistic days, when government takes on pa- 
ternalism, it will not go so far as to kill the will 
to achieve, the American spirit of ambition, the 
American spirit that overcomes obstacles. I hope 
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we never get to that. It would be a very unfor- 
tunate time for our nation. I say American spirit, 
because the men and women who founded this 
nation had nothing, nothing except their faith in 
God, the strength of their bodies and the cunning 
of their brains; and out of the agony of their 
bodies and out of the travail of their souls, came 
a nation and came the flag that flies over us here. 


“They dreamed no dreams of a nursemaid state 
To spoon them out their food; 
Their stout hearts rang in the game with fate 
And the shock and the sweat were good.” 


That is the American spirit. There are men 
and women here within the sound of my voice 
who have sacrificed and struggled and sweated to 
get the honorable degree which is theirs, the 
greatest of all degrees, I believe, in the nation. 


I remember once being at Princeton when they 
were having a dinner for the Crown Prince of 
Sweden, and as I looked at him I said to myself, 
“That fellow is going to be a king, there is royal 
blood in his veins.” Then I looked out of the win- 
dow and there was Nassau Hall which figured in 
the battle of Princeton and still scarred with 
bullets. I could see those old colonial soldiers 
fighting around that field and shouting, “There is 
no king but God’; and I looked at the Prince and 
said, “What is royal blood? Is it any redder than 
mine? And what is it to be a king? You only 
have to be the first male born in the king’s family 
and when the king dies, you become a king. You 
do not have to struggle for it; you do not have to 
stand on the back of a truck and ask people to 
vote for you.” And I said, “How much finer is it 
to be an American where the seats of the mighty 
do not go to royal blood, to men born in the regal 
habit, but go to your sons, where it all depends 
upon a man’s character, upon his capacity, and 
upon his ambition.” That is the spirit that should 
pervade us in our efforts. Socialized medicine 
and paternalism would kill such a spirit as that; 
it is not a worthy policy for America to adopt. 


This brings me this thought: I have told you 
of crippled children and some one helping them. 
After all, the greatest satisfaction we get in life 
is not the money we make, but what good we can 
do by helping the helpless. You know if we can 
change one sob into a song, if we can take the 
pain of despair from the face and put in its place 
the smile of hope, then we are doing the thing 
for which God created us. That brings me to this 
last thought; I am wondering what is going to be- 
come of our voluntary institutions in this age 
when governmental hospitals are increasing all 
the time and the people who are paying the taxes 
are beginning to think that the taxes cover old 
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age, cover their needs, cover the cure of sickness, 
when they do not. The only way to even fairly 
nearly meet the situation is by voluntary institu- 
tions, by their help. I saw a figure somewhere 
showing that in the governmental institutions 
last year there were two million four hundred 
forty-three thousand patients and in the vol- 
untary institutions nearly seven million. 


People must be weaned away from the thought 
that the government can do all this, because these 
hospitals will find themselves in a terrible situ- 
ation due to attempts made to take their employ- 
ees and to breed discontent among them by reason 
of their hours of work, and due to legislation be- 
ing fostered in some states, such as some states 
even thnking of taxing charitable annuities fifty 
per cent a year. It is a situation that must give 
you pause. You know more about it than I do, and 
I do hope that out of your trained minds, out of 
this convention there may come a plan which will 
be helpful, which will protect these institutions. 
When America was in need of them, it was these 
voluntary institutions that were founded by reli- 
gious bodies and by charitably disposed people 
who desired in this way to serve their God. They 
built these institutions. God grant that there 
may be a new renaissance of them, that they may 
be given that spirit of helpfulness, that mood of 
helpfulness which will keep them doing even 





greater work than they have ever done before. 
I honor you as soldiers in a warfare that never 
ends. There is no armistice in your warfare; you 
cannot stop; when you do, some one else takes 
your place. There isn’t any lull. And so I con- 
gratulate you and I am happy to be here. 


In conclusion, I think of that legend of the old 
shoemaker who fell asleep and dreamed. He 
dreamed that God himself was coming to his shop 
and the dream was so real that the next day he 
cleaned up his little shop as beautifully as he could 
and waited. Suddenly his door opened and from 
the wintry street there came in a tramp; his toes 
protruded from his shoes, and old Conrad, the 
shoemaker, fixed his shoes, gave him something 
to eat, and sent him on his way. Then again the 
door opened and a woman came in cold, and shiv- 
ering. She had no place to shelter her, nothing 
to eat, and old Conrad fed her and sent her on her 
way. And then again the door opened and in came 
a hungry child, whom Conrad fed, and then he sat 
down and said, “It must have been a dream.” 
Then, as he nodded, he heard a voice saying, 
“Three times have I knocked on your friendly 
door. I was the beggar with the bruised feet. I 
was the child you sheltered from the wintry 
street; I was the woman to whom you gave food 
to eat; inasmuch as you have done it unto the 
least of these, Conrad, you have done it unto me.” 





John E. Daugherty 


Dr. John E. Daugherty, superintendent of 
Jamaica Hospital, Long Island, New York, since 
1933, and formerly superintendent of the Jewish 
Hospital, Brooklyn, has passed away. He was a 
prominent hospital administrator for many years 
and took a leading part in Association activities. 


Dr. Daugherty had been president of the Hos- 
pital Association of the State of New York and 
made many valuable contributions to the field of 
hospital operation. 





Dr. A. B. Berrick 


Dr. Alfred Birch Herrick, the founder and 
Director of Panama Hospital, one of the out- 
standing institutions in Latin America, died 
November 22 in Panama, Republic of Panama, 
where he had made his home for 33 years. 
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Dr. Herrick became Surgeon-in-chief of An- 
con Hospital in 1904, where the construction of 
the Panama Canal was first inaugurated. He 
served in that capacity until 1914, when he asso- 
ciated Dr. Dennis Reeder and Dr. William James 
with him and built the Panama Hospital, at that 
time the most modern institution in Latin Amer- 
ica. He became internationally known as a sur- 
geon and received decorations from the govern- 
ments of Panama, Ecuador, and Colombia. 


He was a hospital administrator of exceptional 
ability who developed his institution in keeping 
with the best traditions of hospital service. He 
attracted to his staff professional associates of the 
highest standing, whose contributions to scientific 
medicine and research are known the world over. 





Joseph BD. Flick 
Joseph D. Flick, administrator of the Hospital 
for the Ruptured and Crippled, New York, died 
December 15, 1937. 











rather scathing comments that have been 

made about trustees, I rise with some 
temerity. You heard Dr. Ellis comment on Mr. 
Sumner’s talk and say that he rather wished it 
was a debate. Certainly after the fine survey that 
Dr. Emerson* has drawn his lessons from this 
evening, there may be little room for debate, be- 
cause he spoke of facts. He has presented to us as 
trustees many serious things to think about, 
which make this meeting this evening well worth 
the effort that it took on the part of many of us to 
get here. 


/\ S A MERE business man trustee, after the 


The Future of the Voluntary Hospital Is Secure | 


When Dr. Munger asked me to speak this eve- 
ning on the subject of the philosophy of private 
philanthropy, I was a bit staggered by the scope 
of the subject, but when I appreciated that I was 
speaking to hospital trustees and sensed that I 
could confine my remarks to that phase of private 
philanthropy which dealt with raising funds nec- 
essary for hospitalization and of three classes of 
hospitals, the public hospital, the private hospital 
which I construe as a hospital run for profit, and 
the voluntary hospital, I felt that I could confine 
my remarks here to philanthropy as applied to the 
voluntary hospital. Despite what Mr. Sumner 
and Commissioner Ellis and Dr. Emerson have 
said, let me make my position very clear at the 
outset, that, though I appreciate that we have 
many lessons to learn, though I appreciate that 
we have a great deal of educational work to do, I, 
have absolutely no fear for the future of the vol- 
untary hospitals. So long as there are men and 
women such as you, who will serve their commu- 
nities and their hospitals adequately as trustees, 
so long as there are Sisters of Charity and Salva- 
tion Army workers who will devote their lives to 
the service of humanity, we will have the volun- 
tary hospitals, for throughout the whole of hu- 
manity mankind always has wanted to do for his 
fellow man. 


The big problem of the voluntary hospital 
is the problem of money. I am a hospital trustee 
and share the responsibility with a splendid group 
of hard working trustees who emulate Mr. Emer- 
son by having a budget drawn up before the end 


Presented before the Trustees’ Section, American Hospital 
Association Convention, Atlantic City, September 14, 1937. 

*Some lessons from the Hospital Survey for New York, Haven 
Emerson, M.D. Published in November issue of HOSPITALS. 


20 


The Philosophy of Private Philanthropy 


WILLIAM J. ORCHARD, Orange, New Jersey 






The Author 


@ William J. Orchard is President of the 
Board of Trustees of the Orange Memorial 
Hospital and Vice-President of the Welfare 
Federation of Orange, New Jersey. 








of the year, by receiving monthly reports from all 
department heads, and by having a small connec- 
tion with the spending of the hospital funds. As 
an executive of the Welfare Federation, I have 
something to do with raising the funds that the 
hospital has to spend. As a business man I appre- 
ciate the necessity of applying business principles 
to hospital operation. I fully appreciate the truth 
of what Dr. Ellis said, that to put hospitals on a 
business basis would take the heart throb and 
spirit out of them. Nevertheless, as Dr. Emerson 
and Mr. Pyle so clearly outlined, unless we do put 
business principles into hospital operation, we are 
going to be confronted with a serious situation. 


The Four Sources of Hospital Support 


The needs of voluntary hospitals, from a busi- 
ness standpoint, are many, and I am going to 
speak as briefly as I can on the thesis that volun- 
tary hospitals need money and will always need 
money. I cannot conceive a voluntary hospital 
not needing money and I cannot conceive ever, 
raising enough money for some voluntary hos- 
pitals. My conclusion from that thesis is that if 
voluntary hospitals placed their case properly be- 
fore the public and educated the public to the need 
of the situation, and if they put their houses in 
order and kept their houses in order, the funds 
necessary for voluntary hospitals will be forth- 
coming. May I divide the sources of revenue of 
voluntary hospitals into four general classifica- 
tions? First, earnings; second, contributions of 
public funds; third, gifts of operating expenses, 
and fourth, endowments. 


Earnings 


Let us briefly touch upon the first item, the sub- 
ject of earnings. All of us who are trustees of 
voluntary hospitals appreciate that our big job is 
to keep from going back:to our communities at the 
end of each year with an operating deficit. Those 
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of you who are administrators in charge of 
finances of hospitals know that, just as any busi- 
ness has a minimum load which is necessary for 
it to carry its overhead, so must a voluntary hos- 
pital have a minimum case load, in order to re- 
ceive the income necessary to carry the base 
charges of operation. With the proper presenta- 
tion of the hospital’s position to the public, I feel 
that within a few years, instead of communities 
complaining about a hospital deficit, if a hospital 
deficit is created, as many times it has been, be- 
cause the case load is below the minimum nec- 
essary to sustain that hospital, then that deficit 
will be made up as a sort of a thank offering, be- 
cause there was not enough sickness in the com- 
munity for the hospital to maintain its necessary 
income. 


But on all sides in our welfare drives and hos- 
pital drives for funds, we hear complaints about 
the high cost of hospitalization, and we who are 
trustees have done our very best to keep the fees 
charged as low as possible. I will not touch, be- 
cause Dr. Emerson has done it so adequately, 
upon the wide disparity between the cost to a hos- 
pital of taking care of public patients, and the 
income received from those public patients. Some 


of us who are trustees in hospitals in areas out-. 


side of New York City, will wish we could get the 
three dollars Dr. Emerson mentioned. We are 
doing our best to cut our charges down, but every- 
where our patients are complaining because the 
costs are too high. When we go around in our 
annual drive for funds, we hear complaints on all 
sides. Now those complaints, in my judgment, 
are because the people who are doing the com- 
plaining do not know what they are talking about, 
and the reason they do not know what they are 
talking about is our fault. 


Public Funds 


Should I be staying here this evening in a 
Boardwalk hotel, in Atlantic City, I could get a 
nice room with a bath and the privilege of sleep- 
ing there, for, shall we say, eight dollars? The 
minimum rate in our hospital for a single room 
with twenty-four hours of service and three 
meals, and with the constant attendance of 
trained nurses, of a resident physician, of a staff 
of orderlies, of a pathologist, of a pharmacist and 
of all the other necessary departments of a hos- 
pital, is six dollars. Our director, Mr. Howe, 


broke down some of our charges, separating the 
items of hospitalization which were clearly hotel 
items and the items which were purely hospital 
items, and he showed that well over fifty per cent 
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of the charges we make to our patients are for 
hotel services and not for hospital services. Now, 
if we, as trustees, would get together all over this 
country in a marvelous campaign of education to 
prove to the public the fact that hospital charges 
are inadequate and that in their interpretation 
they should be appraised on the basis of what they 
are getting as compared with what they are pay- 
ing just for a room, that problem, I believe, would 
be solved and the complaints about our charges 
would be materially reduced. 


The second source of our income comes from 
public funds. Now, I have no tolerance whatever 
for individuals who feel that men in public office 
are seeking just their own benefit. I am abso- 
lutely sincere in my belief that an overwhelming 
per cent of men in public office are doing their 
very best to perform their work well, and if pub- 
lic funds are needed to take care of the indigent 
sick, to see that those funds are provided. Those 
office holders are human beings, they are elected 
to office, they are trying to function well and they 
realize that Mr. and Mrs. Public will use over and 
above everything else, one single yardstick to de- 
termine whether they are functioning well or not, 
and that is the tax rate. I saw in the paper the 
other day, as doubtless you did, something about 
a proposed increase, I think, of six million dollars 
in the hospital budget for next year, in Dr. Gold- 
water’s application to the Mayor, the largest in- 
crease in any single year. Now the taxpayers will 
not like that, only because they do not appreciate 
the problem. They do not object to the invest- 
ment, year after year, of city funds to maintain 
a five cent fare in the subway. They do not ob- 
ject to the investment of city funds in play- 
grounds, swimming pools, and facilities that they 
can easily see and understand, and they would not 
object to the investment of public funds in helping 
the voluntary hospitals to carry the load or in the 
further investment of public funds to increase the 
hospital facilities that Dr. Emerson has told us 
about. But there again we come right back to this 
question of education. Now, are we, as trustees, 
doing our part in letting the public know of our 
problems? 


Gifts and Donations 


Our third source of income is from gifts, dona- 
tions to.make up operating deficits. I believe that 
the Community Chest or the Welfare Federation 
method of making up hospital operating deficits 
is the best that has been so far devised. I believe 
that in the raising of community funds in a once 
a year drive, that the hospital is the greatest as- 
set that a Community Chest or Welfare Federa- 
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tion has, but I know at the same time that it is 
the greatest liability, because it offers the greatest 
number of opportunities for complaints of service 
rendered. If we can place, as trustees, before that 
large volume of generous minded people who want 
to give and who can give, the real problem that is 
before us in the voluntary hospitals, the real need 
for funds, I believe that Community Chests and 
Welfare Federation drives will find far less re- 
sistance and will go over the top far more fre- 
quently, on the whole, than they have done in the 
last few years. 


Income from Endowments 


The fourth source of income is endowments. I 
was surprised to hear Dr. Emerson say that the 
minimum endowment of the voluntary hospital in 
New York City was a thousand dollars a bed. I 
question very much if there is a single voluntary 
hospital in the state of New Jersey that has as 
large an endowment as that, or if there is, it is 
very little over that figure. I believe and have 
said many times recently, that I think voluntary 
hospitals should make a very earnest effort to in- 
crease their endowment funds and to keep them 
intact either for future capital requirements or to 
use their income to defray operating expense defi- 
cits. I have heard so many times in the last two 
or three years that the days of big gifts to Wel- 
fare Federations, that the days of big bequests in 
the form of endowments to hospitals, that the 
days of large wealth and free-handed charity, 
were over. I do not believe it. We are going 
through in this country a bit of a leveling or a 
taking away by public law from those individuals 
and those businesses that have wealth, something 
of what they have got and re-distributing it, but 
it is simply a phase in the development of human- 
ity which, if you will go back into history, has 
gone right along since the beginning of mankind. 
Go through the Stone Age, the Galley Slave Age, 
the Feudal Age, our own Slavery Age—always the 
progress of mankind has been onward and up- 
ward, and this thing we are going through now, 
in my judgment, is simply a step in the progress 
of mankind upward, and I am saying that as a 
Republican, as Republican officeholder and a busi- 
ness man who is a thorough “rugged individ- 
ualist.” 


The progress of mankind is onward and up- 
ward, but there is always going to be individual 
supremacy, there are always going to be outstand- 
ing successes and large incomes and fortunes. 
How are we going to get those to our hospitals? 
Just by the same process that we will justify our 
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charges and increase our earnings; by the same 
process that we will get tax funds more freely ; by 
the same process that we will get better support 
from our drives for funds for operation. We will 
get it by educating those people on the hospital 
problem. That is our job as trustees. First, 
it is our job as trustees to inculcate into ‘he minds 
of our staff that every employee of the hospital, 
every doctor on the staff of the hospital is the 
ambassador of the hospital, and that as he con- 
ducts himself or herself, so is the hospital judged. 
Now, that is a pretty severe tax on these fine peo- 
ple who work for us at ever so much less than they 
could get in private employment. It is an awfully 
severe tax on these superintendents and directors 
and departmental heads who, on the one hand, 
have to meet the complaining public about the 
charges and on next Monday night have to meet 
the Finance Committee and explain why they are 
not within the budget. But there is the principal 
contact with the public. We as trustees, if we 
are going to build up the right attitude in the pub- 
lic’s mind toward hospitals, must see to it that 
our own staff has a proper appreciation of the 
problem and that they always recognize that they 
are the ambassadors of the hospital and, as they 
conduct themselves, so will the hospital be judged. 


I would like to see an organization of trustees 
of the hospitals of the United States, and if we 
could just get together a fraction of the collective 
business and brain power that exists in those 
boards, I would like to see such a group start a 
very definite campaign of public education on the 
problem of the voluntary hospital. Point out to 
them the problems which have been discussed 
here this evening. Give them facts and figures. 
I wonder in the city of Orange, New Jersey, how 
many taxpayers appreciate that if we get a dollar 
and seventy-five cents from the city of Orange 
for the care of an indigent patient for a day, that 
another four dollars at least has been taken away 
from some one else in order to make up the oper- 
ating deficit? I do not believe that Mr. and Mrs. 
Everybody know it; if they did, that disparity 
would not be present. And so my whole thought, 
with absolute confidence in the future of the vol- 
untary hospital, with supreme thankfulness to 
those wonderful, faithful people that make the 
voluntary hospital possible, with a heart full of 
gratitude because of some bitter personal experi- 
ences that have been mine in the not far distant 
past, I say to you trustees that it is our job to tell 
our story not to our board, not to the finance com- 
mittee, not to the welfare federation, but to the 
public, because surely if we can get them to under- 
stand the problems that are ours, the voluntary 
hospital will no longer need to pay as much atten- 
tion as they now have to pay to money. 
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Training and Education of Hospital Personnel 






GEORGE O'HANLON, M.D., Jersey City, New Jersey 


geons, The American Medical Association, 

The American Hospital Association, as well 
as all of the groups or associations interested in 
hospital administration, are so filled with papers 
and discussions relating to the subject matter I 
am to present, that it seems to me there remains 
little that is new or of interest to submit. 


Te archives of the American College of Sur- 


For our purpose, I interpret the “training and 
education of hospital personnel” to be all inclu- 
sive. That is taking in every individual or group 
of individuals who has any responsibility to the 
administrator of the hospital, insuring to the pa- 
tient adequate care therein, even the patients 
themselves. From the very beginning, we have 
had and we will continue to have, as hospitaliza- 
tion further develops, two types of workers; pro- 
fessional and lay. 


The difference between the professional and 
lay worker is the direct result of the needs of the 
service rendered. Possession of a certain amount 
of special knowledge and training helpful in the 
care of the sick and injured, catalogues one as a 
professional and generally includes such hospital 
staff members as doctors, nurses, and some tech- 
nicians, while to the lay group we assign the re- 
maining members of our corps, including therein 
trustees or members of the governing board 
through and down to the least important of the 
subsidiary workers. 


The Administrator Is Directly Responsible for the 
Instruction and Guidance of Personnel 


Unless you were in attendance at a meeting held 
at the Waldorf-Astoria Hotel in New York City 
in 1918, you can have no real conception of the 
change that has come over the hospital world in 
its attitude toward the plan of Hospital Stand- 
ardization as promulgated by the College of Sur- 
geons, on that now historic day. The list of ap- 
proved hospitals numbered 89, or 12.9 per cent. 
The remaining 87.1 per cent were not only apathe- 
tic but quite indifferent. Compare that with the 
attitude today. Now it is the ambition of every 
worthwhile hospital in the United States to see its 
name listed among those approved, and I suspect 
the very people who would have provoked dis- 
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sension in 1918 had the list been published instead 
of burned, would today be even more vehement 
were one to suggest it be burned instead of pub- 
lished. 


In this short period of time, we have not only 
accepted the principles of Hospital Standardiza- 
tion, but have come to look upon its so-called 
minimum requirements as a code of ethics for 
hospitals, even likened by many to the Ten Com- 
mandments, which most of us taught from our 
childhood, respect and obey, because it not only 
implies but specifically outlines fundamentals to 
which we subscribe and adhere. Hospitals ap- 
proved by the American College of Surgeons and 
approved for the training of interns and residents 
by The American Medical Association, have their 
educational program pretty definitely outlined for 
them. They do not however, except in a few in- 
stances, indicate what they consider an adequate 
training for our personnel, hence it requires little 
or no imagination on the part of any hospital 
administrator to know that he and he alone is 
charged with the responsibility of interpreting 
to the entire personnel of his hospital such gen- 
eral and special knowledge as they should have in 
order to insure adequate care to the patients in 
his hospital in accordance with the local needs and 
the tenets of Hospital Standardization. 


If our personnel were equally conscientious and 
all possessed the same degree of loyalty, or if they 
were endowed with the same quantity and quality 
of so-called common sense, our problem would be 
a simple one. It is this inadequacy, these differ- 
ences that create the misunderstandings, cause 
the conflicts and develop the complications we 
spend so much of our time investigating, adjust- 
ing, and attempting to explain. It is for this 
same reason we must compile and hand out to the 
members of our staff and to our employees a 
“guide” or “book” of rules which is expected to 
inform them how and what they are to do on all 
occasions. Too many of us, I believe, are over- 
impressed with the value and importance of 
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merely having such a book. Too many of us look 
upon it as a panacea for all of our personnel prob- 


lems, usually forgetting or overlooking the need © 


for its revision—day by day—in order that it may 
conform with the new regulations we are making 
daily to meet the constantly changing conditions 
that confront us. 


Not only to comply with the requirements, but 
for the smooth running of the institution every 
hospital must have its constitution, by-laws, rules 
and regulations carefully compiled, assembled in 
a comprehensive manner, revised or corrected 
with each change so that it may at all times be 
up to date. Too great detail is unnecessary if the 
guiding or controlling principles are fully set 
forth. Such a compilation should of course, in- 
clude the rules and regulations covering the ad- 
ministrative and professional policies. Not only 
should each staff member regardless of his title 
or grade be supplied with correct and complete 
copies but other copies should be readily available 
for reference throughout the hospital. It is not 
too much to expect each staff member to be 
thoroughly familiar with all of the rules and regu- 
lations, nor is it too much to expect him to govern 
himself in accord therewith. Official position, age 
or length of service, is not always synonymous 
with knowledge or experience, it is very often just 
as necessary to acquaint men long on the staff 
with routine hospital procedures or orient him re- 
garding hospital practices as it is one of the 
younger or junior men. 


Obligations of a Hospital Trusteeship 


At state and national conventions, one hears 
much said about the lack of knowledge possessed 
by members of the Board of Managers, concern- 
ing the detail of the institutions with which they 
are connected, and more is said about the need 
and method of educating them. Trustees or man- 
agers are as a rule chosen from ameng the most 
reputable and representative citizens of the com- 
munity in which the hospital is located. They 
may or may not be of great riches—it is desirable, 
but not necessary—generously contributing to 
the hospital and other public enterprises in which 
they are interested. Then, there is another type, 
fortunately few in number, who have little to 
give, so serve neither long nor well. That is the 
biological human type. the one always 
bound to seek publicity and following this urge, 
either through his own efforts or influence 
achieves a hospital trusteeship. 


The obligation of a hospital trusteeship cannot 
be lightly undertaken for he must build the plant, 
equip, and maintain it, finance it, at all times pro- 
vide it with servants and agents competent to 
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take care of people sick and in jeopardy. He must 
accept the moral as well as the legal responsibility 
of the office. He does not fulfill his duties if the 
roof leaks, if the food is poor, the nurses ill- 
trained or the doctors unskilled, even though the 
budget be balanced. 


How may the average hospital trustee ade- 
quately perform his duties? How may he deter- 
mine how the buildings shall be provided; what 
constitutes a capable nurse; which doctors are 
fitted or unfitted for their assigned services? 
Fundamentally a sound knowledge of medical re- 
quirements, the nature of disease and injuries 
and their methods of treatment must be had be- 
fore proper conclusions may be reached and few 
have such knowledge, nor could it be expected of 
them. The same difficulty though not in equal 
degree is apparent in ordinary enterprise, all bank 
directors are not financial experts, and few rail- 
road directors can operate a locomotive. They, 
however, impelled by their own interests are care- 
ful to select officials who may advise them about 
technical problems and attend to the details of 
executive and financial management, such is the 
only recourse of the hospital trustee. He must 
seek an expert in hospital management upon 
whom he and the beneficiaries of his trusteeship 
may rely and this is a most important duty, for, 
having chosen his agent, he must rely upon him 
as an adviser upon all hospital problems, and carry 
on the hospital work. If his advice is bad, it must 
be rejected, if his work is poor, he must be re- 
placed. The trustee must therefore have ca- 
pacity to weigh advice and judge results. He 
must learn to read the usual yardsticks by which 
hospital efficiency is measured. 


Experience is most helpful for any trustee, a 
properly directed course of reading of hospital 
literature will be valuable. On the occasion of his 
visits to and through the hospital, he should al- 
ways be accompanied by the superintendent who 
will not only make him acquainted with what he is 
seeing but encourage the full development of his 
interests by informing him in a systematic and 
sustained manner the function of his hospital and 
the full extent of the service it is rendering the 
community. 


Unfortunately there are trustees who cannot 
and will not learn that the superintendent is the 
liaison officer between the Board and the hospital 
personnel. ‘Unfortunate for all concerned,” are 
the words to describe that situation. Wise, in- 
deed, is the superintendent who, keeping his 
Board of Trustees fully informed concerning all 
of the things they should know about the hospital, 
can at the same time educate them to major upon 
the problem of the hospital finances. 
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Intern Training in Hospital Procedures 


Many hospital administrators feel, because 
their interns come from Grade A medical schools 
and have passed the examinations of the state 
and national boards, their education is complete, 
however, some of us know by observation. and 
some by sad experience, regardless of their 
scholastic standing, few recent graduates in 
medicine can readily or skillfully apply the theory 
they have acquired in college to the solution of 
the practical problem confronting them at the 
bedside. 


They are so young, so inexperienced, there are 
so many things for them to learn in and about 
the hospital. Procedures we view as simple and 
routine they without warning are called upon 
to do and heretofore they may have only read 
about or viewed them from a distance seldom or 
never having the opportunity to participate in 
them. Little do we know the mental anguish 
experienced by many when ordered to do a lumbar 
puncture, give an infusion or do a transfusion. 
Text books and rule books may explicitly direct 
the method of doing any or all of these procedures, 
but nowhere will he acquire the knack of finding 
a vein on his first attempt, or the self-assurance 
so necessary, except by the doing; using another 
human being as his subject. A book of rules and 
regulations outlining the general principles of the 
hospital for the guidance of interns must of course 
be provided, but I have a feeling at least as far as 
my own institution is concerned, the few hours we 
take to instruct each man in the actual doing of 
all procedures he will be called upon to do, and 
making him familiar with the names and uses of 
all types and pieces of equipment, supplemented 
by the statement which we address to each, viz: 
“You are here to do a piece of work and while 
doing it must conduct yourself as a gentleman in 
all the term implies,” is more valuable and effec- 


tive than a book full of do and don’t.—It has . 


been truly said we should take advantage of this 
early and intimate contact to teach them the fun- 
damentals of ethics, in the knowledge of which 
many of them seem so lacking. One cannot over- 
estimate the value of ethics as a part of a doctor’s 
equipment and were we to make better use of our 
opportunity in teaching them the ideals, commer- 
cialism, unnecessary surgery, fee-splitting and 
other undesirable practices might be reduced to 
a minimum. 

There is a reason for doing everything in the 
particular way we do it, that may not be obvious 
to the uninformed. We should take time and 
make enlightening explanations. If we place upon 
our interns the responsibility of securing necrop- 
sies, we must teach them our method of approach, 
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pointing out to them the possibility for misun- 
derstandings and claims of misrepresentation. 


Obtaining Good Bedside Nursing 


There are national and state nursing organiza- 
tions attempting to do for our schools of nursing 
what has been so well done by the College of Sur- 
geons and the American Medical Association for 
the medical profession. The “old curriculum” and 
the “new curriculum” are terms so freely used in 
discussing our training school problems, many of 
us continue to be confused. Whether we are over- 
educating or undereducating our nurses, I do not 
know, but I do know since we have used the so- 
called block system at the Jersey City Medical 
Center, we have had better bedside nursing from 
our pupils, the work in the classroom has been 
better, the complaints from the staff that the 
nurses were all away from the wards materially 
reduced, and, standing on examination both in the 
school and on State Boards, decidedly higher. It 
is just as important for the nursing staff to know 
our administration ideals as for the medical men 
to possess that knowledge alone. Cooperation is 
the word that explains the relationship that must 
prevail in every well-administered hospital be- 
tween these groups if we are to achieve. 


Technicians 


When we consider the training and education 
of that group of our personnel known as tech- 
nicians, we seem not all of one mind. There are 
some among us who demand the finished product 
when filling a vacancy. There are others who 
believing in the apprentice system will consider 
only those who have grown up in the service. 
Small hospitals with limited facilities for training 
and a personnel that must be versatile, as well as 
flexible, must of necessity look for the best 
trained worker they can find, while those of us 
conducting laboratories and departments headed 
by well-trained experienced workers, should give 
opportunity to interested qualified students to 
acquire the necessary technical knowledge that 
will enable them to advance in our own service to 
be so prepared they may carry on elsewhere. 


Subsidiary Workers 


At the moment, one hears much about the need 
of training or educating the “subsidiary worker.” 
In the minds of some, this person is the excep- 
tionally capable ward maid who assumes or is en- 
trusted with many of the duties heretofore car- 
ried by the nurses. Others limit the term to 
describe the so-called “practical nurse.” The 
woman with some knowledge of nursing who will 
go into the home and do anything or everything 
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—some hospitals are training groups of varying 
sizes, calling them attendants, teaching them cer- 
tain nursing procedures, familiarity with which 
will certainly make them more useful to the hos- 
pital they serve and enable them to make a 
greater contribution to the community in which 
they live. 


Ward Orderlies 


An analysis of the duties of a ward orderly in 
my own hospital a few years ago revealed that on 
certain services a new man without previous 
training or experience was called upon to do 
among many other things at least fifteen nursing 
procedures which were considered when done by 
pupil nurses, highly technical. This discovery or 
revelation resulted in our admitting to our own 
school of nursing men on the same basis as women 
and for three years now our school has been co- 
educational. 

Ward-maids, orderlies, porters, elevator men, 
in fact, every employee comprising the personnel 
of the hospital must be fully informed concerning 





his duties, his hours, and his responsibilities. If 
they fulfill their obligation in a loyal and credit- 
able manner as most of them do, they are entitled 
to some recognition, whether it be only a kind 
word, an increase in pay, or promotion when op- 
portunity offers. 


In Conclusion 


In conclusion, I would say: 

1 Hospital Administrators are responsible for 
the training and education of their staff and per- 
sonnel. 

2 Rules and regulations must be compiled, 
copies not only given to each member, but avail- 
able for reference throughout the hospital. 

8 To heads of departments or other designated 
persons must be delegated the responsibility of 
acquainting employees with the details of their 
duties and check on their performance of same. © 

4 The ideals of the institution must at all times 
and on all occasions be projected in order that the 
public served by the hospital understands it is a 
safe place for them to go. 





Hospital Service Benefits in Non-Profit Insurance Plans 
Statement of Policy 


The welfare of the patient is the primary con- 
sideration in all hospital-medical relationships 
and in all non-profit plans of hospital care insur- 
ance. Discussion of the respective spheres of 
medical service and hospital service has arisen in 
some communities in connection with the develop- 
ment of hospital care insurance. Non-profit free- 
choice hospital insurance plans should not, and 
need not disturb professional and administrative 
policies which have been accepted by the medical 
profession and hospitals of standing in a com- 
munity. 

Certain professional services (such as roent- 
genology, anaesthesia and pathology) have tradi- 
tionally been provided through salary, commis- 
sion, and/or rental arrangements between physi- 
cians and hospitals. Fees for such services have 
been charged to patients by and through many of 
the leading hospitals in America, without loss of 
professional status of the physicians concerned. 
The public has come to regard the costs of pro- 
fessional and other services provided through the 
use of hospital-owned facilities as part of the 
‘hospital bill.” 

Services available to hospital patients under 
prepayment or insurance plans should not differ 
materially in scope or quality from those pro- 
vided by hospitals to other patients from the 
general public. It would seem inappropriate for 
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hospital care insurance patients to be denied the 
privilege of budgeting the same hospital bills by 
a group or prepayment plan as other patients 
through an individual or postpayment plan. 

A hospital care insurance association’s con- 
tractual obligation is with the hospitals provid- 
ing service, which should remain free to maintain 
satisfactory financial arrangements with mem- 
bers of their professional staffs. The interest of 
the patient suggests that hospital care insurance 
should not be used as a coercive force by hospitals 
or physicians to disturb existing relationships. 
The policies of hospital insurance associations 
should however, be altered whenever necessary 
in the interests of the patient, or to accord with 
the practice of the hospitals and medical profes- 
sion of standing in each community. 

The present statement is submitted for the in- 
formation and guidance of hospital adminis- 
trators and trustees, non-profit insurance plan 
executives, hospital medical staffs, and other in- 
terested persons. 


Committee on Hospital Service 


BASIL C. MACLEAN, M.D., Chairman 
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An Interpretation of the Palmer Murals 


MARCUS D. KOGEL, M.D., Jamaica, New York 


Queens General Hospital a series of colorful 

murals on the story of medicine. The work 
was done as part of a Federal Art Project by a 
young American artist, William C. Palmer, and 
has aroused very favorable comment. 


T aieen have recently been completed at the 


’ Because of the wall construction, the three 
panels of the first large mural are not arranged in 
their proper historical sequence. The center panel 
of this group represents Greek Medicine. Hip- 
pocrates is the figure in the foreground, the 
dominating member of a group solicitous of the 
welfare of a sick individual lying on the ground 
and supported by one of the group. The entrance 
to an Aesculapian temple is on one side and a 
sculptured figure of Aesculapius is in the back- 
ground. 


Greek Medicine 


Aesculapius, the god of healing, was the son of 
Apollo, who held the envious position of personal 
physician to the gods of Olympus. Aesculapius 
died for a crime of which no physician ever need 
fear of being accused. His healing powers were 
so great that he caused a considerable falling off 
of admissions to Hades with the result that Pluto 
complained to Zeus who slew the god of healing 
with a thunderbolt. 


Note the rod held by Aesculapius with the 
sacred serpent of healing entwined around it. The 
serpent of healing dates further back than the 
Greek period. It is associated with medicine as 
long as its recorded history. It is clearly seen in 
a vase which dates from 2350 B.C. and was dedi- 
cated to a Master Physician of Babylon. 


The followers of Aesculapius made up an or- 
ganized guild of physicians, the Asclepiads. The 
temples of his cult were the famous Asclepieia. 
The most celebrated of these temples were at Cos, 
Epidaurus, Cnidus, and Pergamus. 


Hippocrates, the father of medicine, was born 
at Cos of an Asclepiad family during the glorious 
fifth century B.C. in the golden age of Pericles. 
He was the contemporary of such men as Phidias, 
the sculptor ; Socrates and Plato, the philosophers; 
Heredotus and Thucydides, the historians, and 
Sophocles, Euripides and Aristophanes. 
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Hippocrates was as great a genius in his field as 
his brilliant contemporaries were in theirs. He 
introduced the scientific spirit into medicine and 
the principles he set forth only received universal 
recognition twenty-three hundred years later. 


Note that the artist shows Hippocrates with a 
short beard. The beard set the style for phy- 
sicians until very recent times. 


The temples of Aesculapia with which Hip- 
pocrates was familiar were in reality sanatoria 
of great beauty. The temple was usually located 
in a sylvan retreat, a place of rolling hills, beau- 
tiful valleys, and wooded slopes heavy with the 
odor of fragrant flowers and fanned by warm sea 
breezes. 


The excavation of the Greek Archeological So- 
ciety of the extensive ruins of Epidaurus reveal 
the lavishness with which these temples were 
prepared for the comfort and pleasure of the sick. 


There was an imposing entrance of majestic 
proportions—an open fronted portico (an Abaton) 
where patients slept ;—the temple of the god with 
a huge central shrine on which sat the colossal 
figure of Aesculapius, a sacred snake in one hand, 
a dog stretched at his feet; there were shady 
walks and massive marble bath houses, a beauti- 
ful theatre where the classic greek plays were 
acted (the ruins of the great theatre at Epidaurus 
are among the most beautiful that exist in 
Greece) ; a stadium where athletic games were 
always in progress for the amusement of the 
invalids and a large hippodrome completed the 
arrangement. 


In the temple of Epidaurus, the great artist, 
Pruseas had been commissioned to furnish the 
murals. Pruseas did two large subjects. One 
represented a woman drinking from a huge wine 
goblet; the other represented Eros, the god of 
love. 
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“Foibles of Medicine’—Greek Medicine—Destruction of Greaco Roman Culture 


Modern institutions lay no greater stress on 
hygiene and cleanliness than did these ancient 
temples. Patients were given an admission bath 
‘ by being dipped in the sea. Their clothes were 
taken from them and loose fitting temple gar- 
ments provided. They were internally purged 
and placed on a wholesome diet. Various other 
baths were given them until the cleansing process 
was completed. The patient spent his first night 
in the temple where dreams were induced by the 
priests who visited each individual in the regalia 
of the god Aescalapius and whispered advise and 
incantations into the ears of the receptive sleeper. 
The following morning, the patient would be 
called upon to recite his dreams and from the 
dreams and the priests’ observation of the patient, 
the diagnosis would be made and treatment pre- 
scribed. 


The cures consisted in the main of different 
types of hydrotherapy, gymnasiotherapy, tem- 
perance, light diet, mental relaxation, temple 
sacrifices, fresh air, and sunshine. 


Their mortality rate was lower than that of any 
hospital today. The wily priests did not permit 
moribund patients into the temple enclosure lest 
their death defile the gods and if by accident a 
death did occur it was considered the fault of the 
patient and a just punishment of the gods. 


Hygiene during the golden age of Greece 
reached a peak not attained until modern times. 
Archeologists have unearthed at Priene water 
closets of modern type. It should be remembered 
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that the water-closet was not rediscovered until 
the time of Queen Elizabeth. The Greeks con- 
sidered a bath a necessity and Aristophanes char- 
acterizes a person unable to get a bath as “poor 
and dirty.” Water supply and sewage disposal 
were the concern of town health officers and 
drains and sewers were well constructed. 


I have elaborated somewhat on the first mural 
because it is in such marked contrast to what is 
to follow and it illuminates an age of the greatest 
importance in medicine. This age was soon to 
come to an end and with the advent of the Roman 
legions and later, Christianity, more than a thou- 
sand years of darkness was to envelop medicine. 


The second panel in historical sequence repre- 
sents the destruction of the Greaco Roman cul- 
ture. A sinister gloom pervades the atmosphere. 
The ruins of the great temples of healing are 
everywhere. The figures in the foreground are 
holding the symbols of ignorance, superstition, 
and greed. A religious procession is in the back- 
ground. We see the wheel rack and the ball and 
chain symbolizing torture and the imprisonment 
of mind and body. 


“Foibles of Medicine” 


Placed first on the wall but third in historical 
sequence is the mural which, in my opinion, is the 
very best and most interesting of all. 


Here we have a panorama rich in historic in- 
terest. Mr. Palmer calls this mural the ‘“Foibles 
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of Medicine.” 
Dark Ages up to modern times. 
characterized by extremes of religious fervor and 
filth. 


The period covered is from the 
It is a period 


We see a barber surgeon on the left ready to 
open a vein in order to bleed a patient. Blood let- 
ting was a “therapeutic sheet anchor” in these 
ages of superstition and ignorance. Its origin 
without deubt had to do with the suggested 
cleansing effects of the natural and periodic 
process of menstruation. 


In the Middle Ages, physicians considered it 
below their dignity to bleed patients and this duty 
was delegated to the barbers or barber surgeons. 


Faith and filth must make people plethoric. 
Only giants in strength could stand the frequent 
drawings of “18 good porringers of blood.” 


Note the stuffed alligator hanging above the 
' barber’s door. A barber surgeon would not think 
of opening shop without a stuffed animal sus- 
pended from the ceiling to ward off evil spirits. 


Below the barber surgeon we see two practi- 
tioners healing a wound by proxy. The one on 
the extreme left is on his knees holding a gun 
while an assistant is ready to sponge the weapon 
with a solution of the powder of sympathy. The 
artist symbolizes here both the ancient weapon 
ointment and the more recent powder of sym- 
pathy. 


The prescription of Paracelsus for the weapon 
salve consisted of moss grown in a skull exposed 
to the weather, human blood, human fat, munia 
(dried Egyptian mummy), armeniac, oil of roses, 
and linseed oil. In the case of injury, the weapon 
causing the wound was anointed with the mix- 
ture. The wound itself was not disturbed with 
the exception of a dressing of clean lint. The 
only difficulty with the treatment arose when a 
brutal enemy failed to leave the weapon in the 
wounded man or refused to send it along for its 
treatment. The powder of sympathy had a great 
advantage in that the weapon was not needed to 
produce a therapeutic effect. 


Sir Kenelme Digby was the Englishman who 
first popularized the Powder of Sympathy. He 
was an important figure in the social life of 
Europe in the seventeenth century, a man of 
great talent who dabbled in politics, alchemy, lit- 
erature, medicine, and theology and was involved 
in a great deal of court intrigue. The widowed 
Queen of Henry IV of France fell in love with 
him when he was still a youth and he only escaped 
the corpulent royal widow by fleeing the country 
and causing the spread of a rumor of his death in 
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a duel. He was a firm believer in the ideas he 
professed. He cast his horoscope and when he 
failed to die on the predicted day of his death, he 
proceeded to commit suicide. He was sufficiently 
far sighted to thwart his own attempt. He fed 
his wife to whom he was greatly attached, viper 
flesh to improve her complexion, and buried her 
while she was still young. 


In his wanderings on the Continent, he learned 
the secret of the Powder of Sympathy. The pow- 
der was not applied to the weapon, but, to the 
blood stained clothing of the victim. The clothes 
were soaked in a solution of the powder and the 
pain left the wound instantly so great was the 
power of sympathy it possessed. 


King James the First forced Sir Kenelme to di- 
vulge the secret and the composition of the 
powder became public property. It was a com- 
bination of iron and copper sulphate. Sir Kenelme 
achieved a great reputation on the strength of 
his powder. 


To the right of the barber surgeon we see the 
head of a patient in the recumbent position with 
the barber’s assistant or perhaps the hangman 
bending over him examining his teeth. Note the 
molars suspended from the awning—a common 
advertisement of the mountebanks practicing den- 
tistry. The banner advertises the barber surgeon. 
The artist adds a bit of realism to the scene by 
the slop which is being thrown out of the window 
above the awning. This was the common method 
of sewage disposal. 


“Ages of Faith” 


In the “ages of faith” the state executioner had 
a few profitable side lines. He provided the 
apothecaries with moss scraped from the skulls 
of criminals who had been hung in chains. This 
was the “Usnea” which was official in the phar- 
macopeia until the nineteenth century. He also 
sold for external use for patients with nervous 
and wasting diseases, pieces of rope from the rope 
with which a man had been hanged and for a fee 
he could be prevailed upon to extract an aching 
molar. His competitors in the dental line were 
the barber surgeons and public bath house keep- 
ers. All these were amateurs, however, to the 
glib shifty eyed traveling practitioner who had 
his booth on a raised platform at a street corner. 


The more learned of the practicing dentists still 
prescribed the effective treatment for the pre- 
vention of toothache recorded by Pliny, which was 
to eat a whole mouse twice a month. 


Note the religious procession in the background. 
The priest played an important part in the treat- 








ment of disease. Christian superstition was at 
its height in the middle ages and the early and 
medieval Christians firmly believed in the de- 
moniac production of disease. The sick were 
treated by prayers and by contact with holy relics. 
There were elaborate ceremonies to exorcise the 
devils and demons responsible for the illness and 
if the patient did not get well, he was considered 
a stubborn fool who deserved to be possessed. 


This was the period of the incubus—the male 
demon who so obligingly assailed the chastity of 
girls and of the succubus, his female counterpart, 
who robbed the boys of their innocence. 


Note the excellent characterization of the mid- 
wife with a bottle of gin in one hand and the 
obstetrical chair on her back. It was not until 
the nineteenth century that the obstetrical chair 
ceased to be an essential part of the professional 
equipment of the midwife. The midwife of this 
period was usually a depraved creature belonging 
to the very lowest class of society and the unfor- 
tunate woman who had any complications attend- 
ing the birth of her child was usually butchered 
to death or left to die of “childbed fever.” The 
women expiated in death the carnal sin resulting 
in childbirth. It was more important to save the 
soul of the child than the life of the mother. With 
this end in view, Baptismal syringes were devised 
with the opening of the nozzle in the form of a 
cross for intrauterine use. 


Men were excluded from the study of the child 
bearing woman. Haggard cites the case of Dr. 
Wertt of Hamburg who in 1522 put on the dress 
of a woman to attend and study a case of labor 
and as a punishment for his impiety, he was 
burned to death. 


The young girl standing beside the midwife 
has no particular significance. She is carrying a 
basket of food and has a loaf of bread under her 
arm. 


We are next attracted by the figure lying on 
the ground. He seems to be quite helpless and 
the physician’s assistant is taking advantage of 
his state by abstracting the fee from his pouch. 
The healer is busy with two potent forms of 
therapy. With his left hand, he is stroking the 
forehead of the patient with two bimetallic rods. 
In his right hand he holds the leaves of the man- 
drake. 


The artist uses the license of his craft to put 
into the hands of a physician of the middle 
ages, an agent of healing introduced late in the 
eighteenth century. The two short metallic rods 
came into vogue soon after the close of our Revo- 
lutionary War. They were the invention of Dr. 
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Elisha Perkins, a graduate of Yale. The rods were 
placed in contact and drawn over the skin. They 
became the rage in America and England and in 
London an Institute of Perkinism was established 
by popular subscription. One of their most 
prominent advocates in the United States was Dr. 
Nathan Smith, a graduate of Harvard, a profes- 
sor of practically every medical subject at Dart- 
mouth and the founder of the Medical Schools of 
Yale, Bowdoin, and Vermont. When people found 
that counterfeit “tractors” made of wood and 
painted to resemble metal produced just as many 
cures, they lost faith in the treatment. 


The leaves of the mandrake have a much more 
romantic and ancient history. The use of man- 
drakes goes back to remote antiquity. Tales are 
told of the human shape of its roots and the 
shriek of agony the plant gives when unrooted. 
Shakespeare has Juliet say: “And shrieks like 
mandrake torn out of the earth,—that living mor- 
tals hearing them run mad.” To drown out the 
shriek, it was the custom to blow a horn while a 
dog tied to the plant would in seeking to make his 
escape, pull the root from the ground. 


As early as the ninth century, Madagora wine 
was prescribed for insomnia and pain. It was an 
important ingredient of anesthetic mixtures used 
early in the history of medicine and it was also 
supposed to have aphrodisiac effects. 


The white figure in the background holding her 
nose with a cloth is merely that of a spectator, 
the cloth held to her nose has probably been 
dipped in vinegar and is used to prevent the in- 
halation of “miasms” of disease and to protect 
her nostrils from the foul stench. 


The mountebank with the pig tail is a pill doc- 
tor ready to peddle his wares to the unconscious 
man on the ground. 


The quaint figure on the right wearing a bird’s 
beak is dressed in the proper style of the physi- 
cian ready to visit a leper or a person sick with 
the plague. The long beak was stuffed with 
aromatic substances. 


Leprosy was widespread during the middle 
ages. Germany at one time had as many as 20,- 
000 lepers. Fortunately for us, the infectious na- 
ture of the disease was early recognized and regu- 
lations forbidding the free movement of lepers 
were in force during Biblical times. The patient 
rarely had need of a physician. He was treated 
as a corpse. The diagnosis made, he was brought 
in procession from his home to the church where 
the solemn Mass was read and Extreme Unction 
given. The cloak of the leper was then placed on 
his shoulders and the clappers in his hands. He 
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was admonished as to his conduct and was then 
conducted to the cemetery and compelled to get 
down into the open grave. The priest three times 
threw earth upon him and then, after the leper 
had ascended from the grave, he was taken to the 
leprosarium where the priest gave him alms and 
holy water. 


The most dreaded of all diseases in the middle 
ages was the plague. One of the greatest epi- 
demics of this disease ravaged Europe from 1347 
to 1353 and carried off 25,000,000 persons. The 
violence of the pestilence paralyzed normal life 
and impulses and the people in their terror, espe- 
cially in Germany, attributed the epidemic to the 
Jews and slaughtered them in wholesale fashion 
without mercy. The doctors had little occasion to 
wear their fancy robes as the majority fled in fear 
of the pestilence. It is of interest to note that in 
the present day, the medical attendant in pneu- 
monic plague cases wears a similar outfit with the 
exception of the snout and aromatics. He wears 
a mask to filter the inhaled air, rubber gloves, and 
long boots, and goggles, to protect the eyes. 


Next to the plague doctor in the mural, we find 
the astrologer with his long telescope in readiness 
to search the heavens for a small consideration to 
determine if the time is propitious for the taking 
of a pill, most probably a cathartic pill. Pills pre- 
pared at the conjunction of Jupiter and Saturn 
were supposed to be the most efficacious. At the 
moment, the astrologer is interested in the palm 
of a young woman. Above him looking through 
the window, we find a wet nurse fondling a baby. 
These two scenes belong as much to the modern 
era as to the medieval period. In fact, there 
seems to be a distinct revival of astrology in our 
day. 


In the lower right hand corner of the mural we 
find a container with the elixir of life and a uni- 
corn horn lying across an ancient manuscript. Mr. 
Palmer uses the unicorn horn and the elixir as the 
symbols of drug therapy before the advent of 
modern medicine. The horn of the unicorn, an 
animal that exists only in fable, was supposed to 
possess miraculous properties of neutralizing 
poisons and was, therefore, a necessity in the 
households of kings and princes. Elephant tusks 
were usually sold for unicorn horns. The bezoar 
stone was another costly universal antidote. This 
was nothing more than a gall stone or an intes- 
tinal concretion of a goat. Excrement and urine 
had an important place in medical therapeutics. 
Crocodile dung was an especially valuable remedy 
and its failure to produce results was attributed 
to adulteration by dishonest traders. The very 
wealthy who could afford the greatest variety of 
medical talent had a most miserable time dying. 
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Paracelsus—Andreus Vesalius 


Cardinal Richelieu, when on his death bed, was 
treated among other things with horse dung in 
the very best white wine. 


From Paracelsus to Pasteur 


The murals to follow beginning with Paracelsus 
and ending with the Pasteur panel were designed 
and painted by Elizabeth Shannon Phillips and 
Herman Zimmerman under the supervision of 
William C. Palmer. 


The first of the intermediate panels represents 
Paracelsus, that iconoclast of the first half of the 
sixteenth century, who should be remembered 
mainly for his one-man crusade against the then 
accepted principles of medicine. All alone, he 
openly and brazenly denounced the practice of the 
day. Like an ancient prophet, he shouted: “This 
is the cause of the misery in the world—that your 
science is founded upon lies. You are not pro- 


31 





fessors of the truth, but professors of falsehood.” 
He was the first man to commit the unforgivable 
offense of lecturing in the language of the people 
and followed this by the still more heinous crime 
of burning in public the works of Galen and 
Avicenna. — 


He enlisted chemistry in the service of medi- 
cine and aroused a tremendous interest in the 
study of pharmacy. He was a man much despised 
and possessed of a fierce tempestuous nature, su- 
premely confident in himself but full of scorn for 
the ancients and his contemporaries. A portrait 
of him at the age of 45 already shows him with 
the face of an old man who had undergone much 
suffering. Three years later he was dead. 


The next mural represents Andreus Vesalius, 
the founder of Scientific Anatomy. Little was 
known about the structure of the human body 
before the time of Vesalius. The works of Galen 
on anatomy were used as the standard text and 
any one who doubted Galen was considered a 
heretic. Galen was a Roman who lived during 
the second century after Christ. His anatomical 
descriptions were based on dissection of animals, 
particularly apes, monkeys, and dogs. Dissection 
of the human body was regarded by the Romans, 
as it had been by the Greeks, as sacrilegious. 


In the time of Vesalius, an occasional dissec- 
tion of a human being was allowed by ecclesias- 
tical authority. In order to get bodies for dis- 


Andreus Vesalius—Ambroise Paré 


section otherwise, they had to be stolen from the 
cemetery or gibbet. The mural shows Vesalius 
examining a specimen brought in by two grave 
robbers and partially covered by a shroud. 


The release by the church of a body for dis- 
section was a social event of great interest. The 
subject for dissection was selected from among 
prisoners to be executed; special rites were per- 
formed over him prior to his execution and spir- 
itual indulgences were allowed for the indigni- 
ties to be perpetrated. Invitations were sent out 
to all the prominent people and, in the presence 
of a holiday crowd, the papal indulgence was read 
and the corpse was stamped with the seal of the 
University. These formalities over, an oration 
was usually read or the occasion used by a mem- 
ber of the ecclesiastical faculty to deliver a lec- 
ture on the cardinal virtues and sins, using the 
corpse as an example in point. The physicians 
would then sing in chorus and the dissection would 
start. The professor of anatomy did not touch 
the body. A servant would do the actual work on 
the cadaver, while the professor read aloud from 
Galen and pointed with a wand to the various 
structures as they were mentioned in the book. 
A celebration followed the dissection, which was 
topped off by the burial of the corpse. 


Vesalius broke with precedent by actually per- 
forming the dissection himself and doing a thor- 
ough job of it. When he was 29, he published his 
large treatise on Anatomy, which he called “The 
Fabric of the Human Body.” He had preceded 
this at the age of 28 by an “Epitome,” which 
served largely as an announcement of the treatise 
that was to follow. His work aroused the bitter- 
est feeling amongst his contemporaries, especially 
his old teacher, Sylvius. He had actually dared 
to doubt and scorn the teachings of Galen. The 
life of Vesalius after the publication of his great 
work was full of unhappiness, so that he finally 
gave up anatomy and settled down to a career of 
court physician to Charles V. In 1564, he set 
out on a pilgrimage to the holy land. He fell sick 
and died on one of the Ionian Islands. He had 
left, however, as a monument for all times, the 
first complete text book of human anatomy known 
to history and a foundation stone for modern 
medicine and surgery. 


The next mural is devoted to Ambroise Paré, a 
contemporary of both Vesalius and Paracelsus. 
The artist shows Paré using a ligature to tie a 
bleeding vessel, while an assistant is stirring up 
a fire in which are heating irons for cauterizing 
wounds and a pot with molten lead or boiling oil. 


Gunshot wounds, in the time of Paré, were con- 
sidered as being poisoned by the gun powder and 
the common treatment was to pour molten lead 
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or boiling oil into the wound. Paré once ran out 
of oil and found that skillful neglect was a much 
better form of treatment. While Paré was not 
the first man ever to use ligatures to stop bleed- 
ing, he must be credited with being the man to 
bring their use forcibly to the attention of sur- 
geons. 


Paré began his career as a humble barber’s ap- 
prentice. He had practically no education. He 
rose to the position of barber dresser in the Hotel 
Dieu in Paris and after three years of dressing 
wounds and assisting barbers and barber sur- 
geons, he began his career as a military surgeon. 
He spent the greater part of his life in army 
camps. He was an inventive genius endowed with 
remarkable surgical skill; a keen observer full of 
eagerness to learn and ready to try anything. His 
ideas were far in advance of his time, yet that 
modern of the sixteenth century who derided such 
popular drugs as dried mummy and unicorn’s 
horn praised to the skies a salve for wounds com- 
pounded by mixing earthworms prepared with ve- 
netian turpentine with the bodies of newborn 
whelps boiled in the oil of lilies. His talents were 
recognized early and he died at the age of eighty 
in the enjoyment of a universal esteem. 


In the next mural we see Antony Leeuvenhoek, 
a Dutch dry goods merchant, about to put a slide 
under a microscope of his own make. Behind 
him, the artist shows his daughter who acted as 
his assistant, and beside him Dr. Molyneux, who 
was commissioned by the Royal Society of Eng- 
land to make a report on the breath-taking dis- 
coveries of this draper and city hall janitor. 
Leeuvenhoek had an insatiable curiosity and spent 
all his spare time examining, under the perfect 
lenses he alone could make, everything he could 
lay his hands on. He described, in the minutest 
detail for the first time, all he observed in this 
subvisible world that had never before been ex- 
plored. This remarkable genius lived from 1632 
to 1723, and during his long and fruitful life found 
time from his duties as janitor to write 400 scien- 
tific papers. Though not a physician, he was a 
pioneer in scientific medicine. 


The next panel is a chapter out of the thrilling 
story of anesthesia. We see the Boston chemist 
and physician, C. T. Jackson, said to be the first 
man to suggest the use of ether as an anesthetic, 
ready to assist Dr. W. T. G. Morton with the 


anesthesia for a tooth extraction. The experi- 
ment was a success and the miracle of painless 
surgery belonged to posterity. This was in 1846. 


It is now generally conceded that Morton and 
Jackson were not the first to use sulphuric ether 
gas as an anesthetic agent, but that the honor 
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belongs to Dr. C. Long, a country doctor prac- 
ticing in an obscure village in Georgia, who 
anesthetized a patient with ether in March, 1842. 


If men had but listened, the balm of anesthesia 
could have been theirs 50 years earlier. Hum- 
phrey Davy announced the anesthetic properties 
of nitrous oxide as far back as 1800, and as early 
as 1798 ether was used by inhalation to relieve 
the irritable cough of consumption and it was 
found that patients occasionally lost consciousness 
as a result of its use. 


Dr. Horace Wells, a dentist, was the first to 
appreciate the anesthetic properties of nitrous 
oxide. 


Events marched on rapidly after these begin- 
nings. In 1847, Waldic, an English chemist, sug- 
gested the use of chloroform as an anesthetic, and 
almost at once, Dr. James Young Simpson, a Scot- 
tish obstetrician, began its use to prevent the pain 
of labor and through his inspiring work brought 
the blessing of anesthesia to the parturient 
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Anesthesia 


woman. Today we have an anesthetic to fit al- 
most every situation. 


The early pioneers, although they conferred a 
priceless blessing on mankind, brought only mis- 
ery to themselves. Dr. Wells committed suicide 
at the age of 32. Morton died broken hearted. 
Jackson ended his days in an insane asylum. Dr. 
Simpson aroused the most intense opposition from 
the men of the Church, who protested against 
his use of chloroform in childbirth. “In sorrow 
thou shalt bring forth children,” was interpreted 
as a divine command and Simpson was damned 
from every pulpit. He lived, however, to see his 
work universally applauded and generally ac- 
cepted. 


The next mural shows Edward Jenner, a seri- 
ous minded young English doctor, performing the 
first vaccination against smallpox. This historic 
incident took place in 1796. Jenner took pus from 
a sore on the hand of a dairy maid who had cow- 
pox and inoculated it into the arm of a small 
boy, James Phipps. The usual vaccination lesion 
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with which we are now all familiar appeared. Six 
weeks later the boy was inoculated with material 
from a smallpox patient but did not develop the 
disease. This momentous work all started be- 
cause Jenner had the patience to listen to a dairy 
maid who, when asked during an examination 
whether she ever had smallpox, answered: “I 
cannot take that disease for I have had cowpox. 


To thoroughly grasp the significance of this 
discovery, it must be remembered that there was 
hardly an individual living 150 years ago who 
was not pock marked. Our own George Washing- 
ton was marked with smallpox scars. Portrait 
painters rarely showed the scars of their subjects 
except in caricature. 


Macaulay writes of smallpox: “That disease 
over which science has since achieved a succes- 
sion of glorious and beneficial victories, was the 
most terrible of all the ministers of death. The 
havoc of the plague had been far more rapid; but 
plague has reached our shores only once or twice 
within living memory; and smallpox was always 
present, filling the churchyard with corpses, tor- 
menting with constant fear all whom it had not 
yet stricken, leaving on those whose lives it 
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spared, the hideous traces of its powers, turning 
the babe into a changeling at which the mother 
shuddered, making the eyes and cheeks of the 
betrothed maiden objects of horror to the lover.” 


Smallpox changed the course of history in 
America. While the Indians could fight the Span- 
iards and early American settlers, they were help- 
less against smallpox. In 1520 the Spaniards 
brought the disease to Mexico and approximately 
8,000,000 Indians lost their lives. The Puritans 
considered smallpox a blessing, since it killed 
more Indians than settlers. 


The next mural gives a splendid representation 
of Joseph Lister, that kindly Quaker physician 
who gave to the world the blessing of antisepsis. 
He was deeply concerned with the appalling mor- 
tality that attended operative procedures and had 
made up his mind to do something about it. He 
learned oi Pasteur’s work, who showed that pu- 
trefaction resulted from the growth and action 
of bacteria. Pasteur had found that heat would 
kill the bacteria (Pasteurization). Lister applied 
Pasteur’s work to surgery. He decided that pu- 
trefaction in a wound was due to bacterial inva- 
sion and he looked around for an agent to kill the 
bacteria, as heat could not be used for the skin 
and air. By a process of elimination, he came 
upon carbolic acid. 


In the mural, the artist shows the nurse spray- 
ing the acid into the air of the operating room. 
This was the common procedure early in Lister’s 
experiments. The artist shows Lister washing 
his hands with a solution of carbolic acid. This 
came later. It took a little while for Lister to 
learn that there was little to fear from the bac- 
teria in the air but a great deal to fear from the 
bacteria on the dirty instruments and under the 
finger nails of the surgeon. It was but a step from 
antisepsis to asepsis. 


Today the aseptic method is in use in every 
operating room. Scrupulous cleanliness and phys- 
ical methods of disinfection are in use for every- 
thing coming in contact with the wound. Chem- 
ical sterilization is still the method of sterilizing 
for the skin and wound, although there have been 
discovered far more effective and less dangerous 
agents than carbolic acid. 


Antisepsis as introduced by Lister opened the 
way for the most far-reaching advances in opera- 
tive surgery. His discoveries laid the foundation 
stone for the modern practice of surgery. He 
labored all his life to improve the methods of 
surgery. It was Lister who introduced absorb- 
able aseptic catgut for ligatures and sutures. He 
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‘tor in a backwoods German town. He was fired 




















































Joseph Lister—Robert Koch 







lived to be 85 and died in 1912 honored by the 
entire civilized world as one of the greatest bene- 
factors of mankind. 







Around the corner from Lister, we see the Koch 
panel. Robert Koch was the greatest of all the 
“microbe hunters.” He started as a country doc- 







with Pasteur’s idea of “malignant microbes” and 
single handed elaborated the technique of bac- 
teriology. His fundamental work was done in a 
primitive laboratory with home-made equipment. 
It was in this laboratory that he isolated the an- 
thrax bacillus and discovered the basic truths of 
bacterial life that made possible all the future 
discoveries in this field. In 1876, Koch published 
the result of his researches and no sooner did 
he show the way than, one after another, the ex- 
citing causes of infectious diseases were discov- 
ered. Gonorrhea came first, then typhoid, then 
leprosy, malaria, glanders, actinomycosis, erysipe- 
las, diphtheria, tetanus, the plague, etc. Each 
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year marked the conquest of still another pesti- 
lence. Koch is best remembered for his discovery 
of the bacillus of tuberculosis, but it should not 
be forgotten that, through his genius, infectious 
diseases for-the first time in the history of man- 
kind yielded up the dread secrets of their origin. 
His death preceded Lister’s by two years. 


The scene of the next panel is laid in a dark- 
ened room in the Department of Physics of the 
University of Wurzburg, Germany. Wilhelm Kon- 
rad Roentgen, a 50-year-old physicist, is seeing 
for the first time, by means of the action of x-rays, 
the shadow thrown by the bones of the living 
hand. This was on November 8, 1895. Physi- 
cians were quick to appreciate the value of this 
discovery and the brilliant work of Roentgen 
added a powerful weapon in the conquest of dis- 
ease. 


The next panel, from the standpoint of historic 
sequence, should have preceded those of Lister 
and Koch. It shows Pasteur sucking venom 


through a tube from the mouth of a mad dog in 
the cage. He will inoculate, with the venom from 
the rabid animal, the healthy dog held by an as- 
sistant. The other assistant holds in one hand a 
test tube to receive the poison and in the other an 
antiseptic cloth for Pasteur to wipe out his mouth. 
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Wilhelm Konrad Roentgen—Louis Pasteur—Preventative Medicine 





Pasteur was a chemist, not a physician, but he 
did far more for the prevention of illness than 


‘any physician living or dead. He is the Newton 


of medicine and every school child knows his 
achievements—how he blasted the spontaneous 
generation theory; demonstrated that microbes 
may be a menace as well as a blessing; explained 
the process of fermentation; threw light on the 
processes of putrefaction; saved the silk worm 
industry of Southern France by stopping and pre- 
venting the pestilence of spotted disease of silk- 
worms; produced vaccines to prevent chicken 
cholera, splenic fever and swine fever, thus saving 
stock raisers from tremendous losses, and finally, 
the greatest miracle of all, he developed a vaccine 
against the dread disease—rabies (hydrophobia). 
Pasteur was a genius and his groundwork made 
possible the work of Lister and Koch and a host 
of others who followed him. He died in 1895, 
honored by all nations and venerated by the civ- 
ilized peoples of the earth. 


Mr. Palmer has taken us a long way—from 
myth through the classical ages of the healing 
art, the ages of darkness, the Renaissance—to 
the threshold of a golden age in medicine. In 
the last mural, we see the triumph of rational 
medicine over faith—the victory of science over 
superstition. We find here the application of the 
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principles laid down by the great masters whose 
lives have just been reviewed. We see the demon- 
stration of asepsis—anesthesia—prophylaxis— 
diagnosis. ‘Preventative Medicine” is the title 
Mr. Palmer has given to this last panel. It not 
only shows the modern period but also the future 
—for preventative medicine is the practice of to- 
morrow. 
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Results of Survey on Inclusion of Hospitals Under Old Age 
Retirement Benefits of the Social Security Act 


About October 21, a questionnaire was mailed 
to all institutional members, not organized for 
profit, relating to the inclusion of hospitals under 
the Old Age Retirement provisions of the Social 
Security Act. Catholic hospital members were 
covered by the Catholic Hospital Association. 


The questionnaire to the members of the Amer- 
ican Hospital Association was sent at the direc- 
tion of the Board of Trustees of the Association 
in order to ascertain the desires of the voluntary 
hospitals, so that the Trustees might be guided 
thereby in regard to legislation affecting hospitals 
in this regard. 


The following three questions were asked: 


1 Is there a demand on the part of your em- 
ployees that they be included under the Old 
Age Retirement Benefits of the Social Secur- 
ity Act? 


2 Does the administration of the hospital de- 
sire that employees be made eligible to their 
benefits ? 


3 If the answer to number two is in the affirm- 
ative, would your governing body still desire 
to have your hospital included under the Act, 
should the ultimate cost to your hospital be 
three per cent of your payroll (cash payments 
plus cash value of perquisites given) as the 
Act now fixes the rate after 1948. 


The following replies were received: 

Question Number 1—yYes, 64. No, 418. 
Question Number 2—Yes, 126. No, 331. 
Question Number 3—Yes, 62. No, 155. 


Thirty-two of those expressing themselves as 
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opposed to the federal plan, signified their desire 
to adopt a private pension plan. Forty-nine of 
those voting Yes on question number two and No 
on question number three, expressed themselves 
as being favorable to the amendment now before 
Congress whereby hospital employees would be 
included under the act and required to pay their 
portion of the taxes, while the hospitals would 
remain exempt from the employer’s tax. 


The following were typical of the remarks made 
by those opposed to inclusion under the Act: 
“financially unable to pay added expense of tax”’; 
“inclusion of hospitals with payment of tax might 
be a step toward further taxation of hospitals” ; 
“too rapid a turnover of employees to warrant 
inclusion”; “feel a definite responsibility but un- 
able to afford tax”; “results of Act should be ob- 
served for a longer period of time before consid- 
ering inclusion”; “Act in need of revision, which 
should be awaited before considering inclusion” ; 
and “preference for private pension plan.” 


The results that the Catholic Hospital Asso- 
ciation received from a similar questionnaire to 
their members were in accord with those received 
by the American Hospital Association. 


It would accordingly appear that approximately 
seventy per cent of hospitals and eighty-five per 
cent of their employees are not interested in hav- 
ing the Old Age Retirement Benefits of the So- 
cial Security Act extended to hospital employees 
at the present time. 


Inquiry at the executive offices of the Social 
Security Act disclosed that the policy of the So- 
cial Security Board is toward the liberalization 
of the Act but that no action is contemplated at 
this time affecting the exemption of hospitals 
under the Act. 





The Press 


HOWARD W, BLAKESLEE, New York City 


a. m. in Philadelphia General Hospital. Within 

a minute after her death, a caesarian operation 
was begun by Dr. John Corbit, the hospital’s resi- 
dent physician. The operation delivered a live 
child, that seemed to have a fighting chance for 
life but that lived only a day or two. 


[: AUGUST Mrs. Mary Boccawsini died at 3:15 


This operation was reported in newspapers all 
over the United States. It was front page in 
many newspapers for several days. Its legal as- 
pects attracted national attention. 


Newspapers ran pictures of the participants, of 
the bedside scenes at the hospital and of physi- 
cians. 


A not unusual medical incident was dramatized 
beyond usual bounds. Some of the display stories 
and the pictures were of the sort which are usu- 
ally distasteful to the medical profession. 


I do not know whether the publicity was criti- 
cized by medical authorities. I do know that no- 
where did I see any signs that medical authorities, 
and particularly hospital authorities, had seen in 
this dramatic human story an opportunity to de- 
liver a public message of great importance to the 
cause of the hospitals. 


I saw nothing about the service which the hos- 
pital system gives to the poor or to those caught 
in an emergency. But it seemed to me that this 
case was a golden opportunity to inform the pub- 
lic. It is a thousand times more effective to talk 
to a man-about the service of hospitals at the mo- 
ment when his interest is intense than at any 
other period. 


The interest in this case was intense. I heard it 
mentioned in street cars and on golf courses. But 
after it was all over, the public remembered 
merely a caesarian operation. No one had given 
the public a mental picture which would rouse in- 
terest in hospitals nor support for the needs of 
hospitals. 


I realize that medical men may prefer not to 
make use of an occasion like this one to inform 
the public. But I am convinced that a period of 
intense human interest is important to success in 
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those hospital problems which depend on the atti- 
tude of the public. 


The medical profession as a rule is not aware 
of these opportunities. The newspapermen usu- 
ally do not have access to the facts whenever such 
an opportunity arises. 


The practical side of this hiatus is stated in 
the Medical Times of August, 1937. “Why,” it 
writes, “should a man who has given something 
really great to the profession at a proper time 
and through the regular channels of intercourse 
with his brethren be photographed and subjected 
to a barrage of questions? Such a situation re- 
duces itself, inevitably, to news about him; that is 
what the public is curious about. 


“The fact that the ballyhoo type of newspaper 
man wants to get ‘news’ to this kind of public, 
caring nothing about the dashing of false hopes, 
can have no meaning for the medical profession. 
Even if these things were to take place, why 
should they be staged before the new knowledge 
is transmitted to the profession, not to say con- 
firmed? That is the chief sin of the press; it 
wants to have a representative in the laboratory, 
clinic, hospital ward, or operating room, with all 
the resources of the pictorial art, when any doctor 
turns up something that is ‘news.’ ” 


Newspapermen Want Medical Information 
Confirmed by the Medical Profession 


Concerning this “chief sin’ of the press I do 
not know personally any newspapermen who want 
the news of medical discovery in advance of its 
proper announcement to the medical profession. 


Most of the managing editors whom I have 
heard express opinions have said they do not want 
medical information until after it has been con- 
firmed by the medical profession. 


This, I know, does not agree with the personal 
experiences of many physicians. But I think 
times have changed. 
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Here is an example of the change. Recently a 
new medical device got into the daily newspapers. 
The report was sent out by a reliable agency. 
Only a few of the newspapers receiving this re- 
port printed it. 


No other news agency used the report and so 
far as I have heard newspapers generally did not 
copy it. They avoided it, because they inquired 
of the American Medical Association and of other 
medical sources about the advisability. 


As short a time as five years ago, this same re- 
port probably would have spread throughout the 
press of the United States. It would have been 
used without waiting for reference to medical ad- 
vice. This is the change in the attitude of the 
press. 


Personality News 


The Medical Times also objects to the person- 
ality news about the physician who has published 
an accomplishment. I believe the majority of 
physicians agree with this objection. 


But I do not believe that newspapermen ‘can 
or will refrain from writing this human side of 
medical news. The fact is that personalities in 
medicine serve to impress the important medical 
advances on the public mind and this fact ought 
to be taken into account. 


Physicians in their practice frequently have to 
deal with matters of life or death. But it is not 
a matter of life and death for a medical man to 
talk to a newspaperman. 


Some portion of the public may misunderstand 
the medical information given in the newspaper. 
That is not a sufficient reason for omitting to tell 
the doctor’s message. The decision whether to 
talk ought to rest not on how the unwise will 
react, but on whether the information will be 
useful to the wise and helpful to medicine. 


The Medical Times strikes another note to 
which I think most physicians are sympathetic. 


“We may not,” it states, “fully understand the 
newspaper’s true function. Certainly Mr. How- 
ard W. Blakeslee of the Associated Press, in his 
recent address before the Medical College of Vir- 
ginia, did not betray any great understanding of 
medicine when he declared that ‘newspapers will 
not follow medical precedents’ and that they will 
not confine themselves ‘to those items which the 
physicians would select.’ 


“If our misunderstanding of the press is as 
great as his misunderstanding of medicine, some 
sort of rapprochement is in order.” 
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Medical Information Bureaus 


I believe the misunderstanding exists. The 
medical profession itself has opened the way to 
end this misunderstanding. This has been done 
by setting up medical information bureaus to an- 
swer the questions of newspapers. These bureaus 
are in part responsible for the improvement I 
have just cited. 


But the work of the bureaus has scarcely begun. 
There are only a few of them. I know:by per- 
sonal contact with newspapermen that members 
of the press would like to have authorized sources 
of medical information in every important com- 
munity instead of in perhaps half a dozen of the 
larger cities. 


The existing bureaus are doing good work but 
in my opinion they are sadly handicapped by the 
idea of medical authority. 


An example of medical authority is what some- 
times happens when I call a bureau for informa- 
tion. The secretary refers my question to a 
physician. He writes the answers. Next these 
answers are submitted to a committee which 
passes on them. After all that I get the infor- 
mation. 


This is what I mean by the handicap of too 
much authority. The newspapermen cannot go 
directly to the doctor for authentic information. 
He can ask an engineer about engineering and get 
an answer. He can talk to lawyers, to all the 
professions, and to the other sciences and receive 
trustworthy replies. But he cannot go to the 
doctor on the same basis. I do not think this is a 
healthy condition. 


Make Medical News Available 


The newspaper serves best when it is not sub- 
servient to any interests. It should no more be 
subservient to medical interests than to politics. 
Its business is to report accurately and adequately 
what the medical profession is doing. 


One of the barriers to this kind of reporting is 
the fact that in the physician’s mind there is the 
fear of misunderstanding. The physician in the 
past has had painful publicity experiences. I 
would like to point out that these experiences 
were possibly largely because he and the news- 
paperman had so few contacts. 


As a newspaperman, I believe that your confi- 
dence in medical reports in the daily press will 
increase in proportion as you make medical news 
available. 








In doing- this in the hospital field, I think it 
would be a worthwhile experiment to open the 
headquarters doors to all the reporters. Let them 
talk not only to some authorized spokesman. Per- 
mit the reporters to talk to all the responsible 
members of the organization. Put both the re- 
porters and those to whom they talk on their 
honor to be careful not to write the type of report 
which is generally recognized by all people as 
dangerous to susceptible human minds. 


I would do this because the hospital associa- 
tions have a story to tell the public. It is one of 
the most human of all news stories. By story I do 
not mean one unusual event, but the multitude of 
interesting facts and events in hospital work, the 
story of service as it develops from day to day. 


One of the most famous American physicians 


of this generation saw a newspaper story about 
medicine which greatly pleased him. 


“That story,” he said, “ought to be printed once 
every week by every newspaper in the United 
States.” 


He had the right idea but the wrong technique. 
No newspaper can print the same story more than 
once. 


The hospitals have one main story, which is 
their service to better health. But telling that 
service is not one story. It is a thousand differ- 
ent stories, each one a human example of the 
same basic principle. 


The press will best tell this thousand-sided 
story of the hospitals as it receives access to all 
the facts. 
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The Duke Endowment and the Hospitals of the Carolinas 


In the twelfth annual report of the Duke En- 
dowment’s Hospital Section, the Endowment’s in- 
terest in the hospitals of the Carolinas has been 
carefully reviewed. 


During this twelve-year period, $10,165,886 
was contributed to 151 hospitals, of which $7,- 
743,844 was for the care of charity patients and 
$2,422,042 was given to 62 hospitals for construc- 
tion and equipment purposes that cost a total of 
$6,665,000. 


The report states: “The great bulk of the 
$26,500,000 invested in the 163 general hospitals 
in the Carolinas came from gifts by the public at 
large, which includes contributions from tax 
funds. The public has a right to expect the full- 
est possible utilization of this large investment 
before it is asked to contribute additional funds 
to enlarge these hospital facilities.” 


It is interesting to note that during this twelve- 
year period the number of babies born in the 
hospitals of the Carolinas has increased from 
6,800 in 1925 to 16,500 in 1936 and this in despite 
of a decrease of 14,650 in the total number of 
births per year during that period. Five per cent 
of the babies of the Carolinas were born in hos- 
pitals in 1925 and 14 per cent in 1936 as com- 
pared to an annual average of over 35 per cent 
for the entire nation. Out of the 16,500 hospital 
births, 15,200 occurred in non-profit hospitals. 


For the year 1936, 124 hospitals located in 78 
counties and 86 cities and towns were aided. The 
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endowment made a total contribution of $1,075,- 
644, and during the year the endowment paid an 
average of $2,637 per day for that number of free 
patients occupying beds in assisted hospitals. Of 
this amount, $680,017 went to 87 hospitals in 
North Carolina and $388,627 to 37 hospitals in 
South Carolina. 


The general hospitals aided by the endowment 
cared for 87 per cent of the patients in all the 
hospitals in the two states, Federal government 
hospitals excluded. 


The bed occupancy in the general hospitals of 
the Carolinas in 1932 was less than 50 per cent, 
the lowest point during the twelve-year period. 
This occupancy reached 62 per cent in 1936. The 
factors that influenced the strong upward trends 
were as follows: “Increased income from pa- 
tients, a growing appreciation on the part of both 
physician and patient of the importance of the 
hospital in the treatment of serious illness or in- 
jury, increased contributions from tax funds and 
other sources for the care of charity patients, 
gain in the size of the average hospital.” 


Through the interest of the Duke Endowment 
and the material support which the endowment 
extends the hospitals of the Carolinas have at- 
tained an efficiency that compares most favorably 
with the hospitals in any section of the United 
States. The continued support of the endowment 
ensures the people of the two Carolinas the oper- 
ation of modern, standardized hospitals within 
easy reach of every one of the population. 
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The Patient's Chart or Patient's 






Hospital Record 


WENDELL J. WRIGHT, Newark, New Jersey 


chart or patient’s hospital record, the follow- 


[: DISCUSSING the legal aspects of patient’s 
ing questions are to be considered: 


Is the patient’s record a confidential record be- 
tween the patient and the physician? 


Who may examine the patient’s record? 
Is permission of the patient necessary ? 


Is permission of the physician necessary ? 


What is the status of the record in compensa- 
tion and medical legal procedures? 


The Discussion is Applicable Only to Physicians 
and Hospitals in the State of New Jersey 


In my discussion of these subjects 1 wish it to 
be understood that it is applicable only to hospitals 
and physicians in the State of New Jersey or 
States in which the Common Law Rule is in force 
as distinguished from statutory modification 
thereof. It must also be borne in mind that I 
am discussing these subjects from a purely legal- 
istic standpoint. The ethical side of the question 
is another matter. 


The Statute Law of our State is for the most 
part silent upon these questions and, therefore, 
we must rely upon the general principles of the 
Common Law. ; 


The only statutory provision in New Jersey 
which has a bearing upon the questions is Sec- 
tion 4 of the Hospital Lien Law of 1930, which 
provides: 


“Any person or persons, firm or firms, cor- 
poration or corporations legally liable or 
against whom a claim shall be asserted for 
compensation for such injuries, shall be per- 
mitted to examine the records of any such 
association, corporation, or other institution 
or body maintaining such hospital in ref- 
erence to such treatment, care, and mainte- 
nance of such injured person.” 


This Statute is limited to cases commonly 
known as “damage cases” in which the injured 
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person claims to have been injured by the negli- 
gence of third parties and is limited to those cases 
of that class in which a hospital files a lien against 
any judgment or settlement which may be made 
with the injured person. 


There is a fairly widespread belief that hos- 
pital records are confidential as between the pa- 
tient and the physician and the patient and the 
hospital. This belief is, undoubtedly, based upon 
an even more widely held belief that all communi- 


-eations of a professional nature between a pa- 


tient and his physician are strictly confidential; 
or, to put it in legal phraseology, that such com- 
munications are “privileged communications,” by 
which is meant that the recipient may not and 
will not be permitted to divulge them to any one 
under any circumstances, except by the express 
consent of the other. 


Contrary to this general belief, communications 
between a physician and his patient are not priv- 
ileged communications in New Jersey. Such com- 
munications were not privileged communications 
under the Common Law. Several of the states, 
New York among them, have passed Statutes 
which made such communications privileged and 
confidential, but New Jersey is not one of those 
states. 


In this State a physician has no legal right to 
refuse to disclose the subject matter of a com- 
munication between himself and a patient when 
he is called upon to testify with respect thereto 
in a legal proceeding. The physician is not bound 
by law to refrain from disclosing such communica- 
tions under proper circumstances as, for example, 
when failure to make such disclosure would work 
an injustice or tend to defeat a proper investiga- 
tion. However, a physician might be responsible 
for damages or, perhaps, indictment for criminal 
libel, if he disclosed such communications to per- 


41 








sons not entitled to them, as, for instance, to some 
person who had no interest other than curiosity . 


The situation with reference to a patient’s hos- 
pital record is largely analagous. It is obvious 
that if communications between a physician and 
his patient are not privileged there is no more 
reason to hold a hospital record privileged. Such 
a record is not legally either confidential or priv- 
ileged as between the patient and the physician, 
between the patient and the hospital, or as be- 
tween the hospital and the physician. 


Except as to cases falling squarely within the 
provision of the Hospital Lien Act, which I have 
previously quoted, the liability of a hospital for 
the disclosure of a patient’s record is governed 
by the Law of Libel and Slander. 


Under such law there is what is known as 
“qualified privilege.” This means that certain 
communications made under certain circumstances 
to third parties who have an interest in the 
subject matter are not actionable if they are 
made in good faith with reason to believe that 
they are true and without any malice toward the 
person affected. 


Section 5 of Article I of our Constitution ex- 
pressly provides that no person shall be convicted 
of criminal libel if the statements made are true 
and were made with good motives and for a jus- 
tifiable end. It, however, provides that the jury 
shall decide both the law and the fact with re- 
spect to these questions so it must be borne in 
mind that a jury must be convinced that the 
statements complained of are true and that they 
were made with good motives and for justifiable 
ends. So far as criminal prosecution for libel is 
concerned—the fact that the statements made may 
be true is not a sufficient defense unless it also ap- 
pears that they were made with good motives and 
for justifiable ends. 


It can, therefore, be definitely stated that a 
patient’s records are not confidential or privileged 
between the patient and the physician, between 
the patient and the hospital, or between the hos- 
pital and the physician. 


Who May Examine or Receive Information with 
Respect to a Patient’s Record? 


Only a person having a real interest in the in- 
formation to be disclosed has a right thereto. The 
public authorities and, particularly, such author- 
ities as have charge of the enforcement of the 
criminal law, unquestionably, have the right to 
such information if the same reasonably ‘pertains 
to a bona fide investigation which they are mak- 
ing. Such records are always available, if rele- 
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vant, to litigants in the Courts and the Courts will 
require their production by process of subpoena. 
Persons who have a real and substantial interest 
in the information desired are entitled to receive 
such information, but the burden is upon them, 
in the first instance, to satisfy the hospital or 
physician that they in fact have a substantial 
interest. 


What Constitutes “Substantial Interest?” 


What is a “substantial interest” sufficient to 
entitle a person to secure the information con- 
tained in the records or known to the physician 
may sometimes be a doubtful question— 


Ordinarily, close members of a patient’s family 
have a sufficient interest. 


Persons who are charged with negligence re-- 
sulting in the injuries to the patient for which 
they may be held liable, have a sufficient interest. 


Employers who are charged with the obliga- 
tion of paying compensation to injured employees 
have a substantial interest. 


Health and Accident Insurance Companies that 
have insured the patient have such an interest. 


Life Insurance Companies that have insured 
the life of a patient, after the death of the patient 
may, under certain circumstances, have a suff- 
cient interest. 


There are probably other cases in which an 
applicant for information has an interest which 
would justify the disclosure. The person to whom 
application is made for inspection and informa- 
tion can usually determine whether the applicant 
has sufficient real interest to entitle such appli- 
cant to the information sought. If, however, 
there is any doubt, the only absolutely safe rule 
is to refuse the information. 


The answer to the next two questions is appar- 
ent. Neither the permission of the patient nor 
of the physician is necessary as a prerequisite to 
the disclosure of the information. 


What Is the Status of the Record in Compensation 
and Medical Legal Procedures? 


The hospital record is not in itself evidence of 
what it contains. It is simply a “memoranda” 
made by the physician or nurse, or some other 
employee of the hospital of facts ascertained by 
them or some one else. Its sole value in legal 
procedures is as a memorandum to be used to 
refresh the recollection of the person or persons 
who made or supervised the making of the record. 
The physician who treated the patient is entitled 
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to refer to the record to refresh his recollection 
when testifying as to the patient’s condition— 
similarly, a nurse called as a witness, may, if she 
made the record herself, use it to refresh her 
recollection as to the facts with respect to which 
she is called upon to testify. It is true that some- 
times by consent of the parties to a litigation a 
hospital record is admitted in evidence but it can 
only be so admitted by the consent of the parties 
and the permission of the Court. If so admitted 
it then becomes evidence of what it contains. 


I have heretofore discussed the matter solely 
from the legal standpoint. From the ethical 
standpoint—there can be no question but that the 
hospital records should, so far as possible, be 
kept confidential. We all know that a great many 
persons who are patients dislike very much any 
publicity, even among their friends, with respect 
to their ailments or treatment. On the other 











hand, even those who enjoy discussing their 
“operations” desire to do the telling themselves. 


There is also another situation in which 
a hospital or a physician may occasionally be 
found—that is, when they have knowledge of 
facts, the non-disclosure of which would defeat 
justice or work an injustice or hardship upon 
some other person and, it is my opinion, that 
when such occasions arise, both the hospital and 
the physician should not hesitate to voluntarily 
disclose to the proper persons in interest such 
knowledge of the facts. Under such circum- 
stances, the provisions of the Constitution, to 
which I have previously referred, would protect 
them from prosecution for criminal libel, and the 
doctrine of qualified privilege which exists with 
respect to the Law of Libel and Slander, would 
protect them against the imposition of damages 
in a civil suit. 





Simplified Practice Recommendation R24, Hos- 
pital Beds, has been reissued as of December 1, 
1937, and is designated as R24-37. 


The promulgation in 1922 of Simplified Prac- 
tice Recommendation R2, which established a sim- 
plified list of sizes for bedsteads, springs, and 
mattresses for household use, suggested similar 
action with regard to hospital beds. As a first 
step in the movement to reduce superfluous varie- 
ties, a survey of existing diversity of sizes was 
made in 1923 by the American Hospital Associa- 
tion’s Committee on Simplification and Standard- 
ization of Furnishings, Supplies, and Equipment. 
Upon completion of the survey, which revealed 
more than 110 varieties of lengths, widths, and 
heights of hospital beds, the Bureau was re- 
quested to call a general conference of all inter- 
ested to consider a recommendation covering 
standard dimensions. This conference approved 
a schedule, which became effective January 1, 
1925, and which covered one standard length, one 
standard and two special widths, and one standard 
height for hospital beds for general, special, in- 
stitutional, and private-room use. 


The standing committee, which was appointed 
to have charge of the review of this recommenda- 
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tion, reaffirmed the list of recommended sizes in 
1926, 1929, and 1935. 


In 1936, at the request of the standing com- 
mittee, the Division of Simplified Practice con- 
ducted a comprehensive survey to determine 
whether the established sizes, as given in R24, 
still conformed to the sizes of beds commonly 
used by the hospitals. A summary of the replies 
to a questionnaire submitted by more than 1,600 
hospitals, and covering approximately 450,000 
beds, disclosed considerable diversity in lengths, 
widths, and heights. However, it was clearly ap- 
parent that beds having the dimensions adopted 
as standard in 1925 are in general use by the 
hospitals, and that purchases of standard-type 
beds are gaining steadily. In view of these facts 
the recommendation in its existing form again 
was reaffirmed, in August, 1937. 


The new printed edition will include, in addi- 
tion to the schedule of sizes and a brief history of 
the project, a summarized report of the recent 
variety survey, a current list of the members of 
the standing committee, and an augmented list 
of acceptors. 


Pending the receipt of the printed edition, free 
mimeographed copies of the recommendation may 
be obtained from the Division of Simplified Prac- 
tice, National Bureau of Standards, Washington, 
mE <. 
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Future Relations Between Hospitals and the 
Public Health Agencies 


ROY L. CLEERE, M.D., Denver, Colorado 


tween hospitals and public health agencies is 

comparable to predicting the weather—they 
are both subject to constant change. However, 
due to vast experimentation and more careful 
planning, opinion is beginning to crystallize rela- 
tive to the status in the future of the role of the 
governmental health agencies in the problem of 
rendering medical care to the indigent and near 
indigent sick. 


T: PREDICT the relations in the future be- 


This problem has gained national prominence 
since 1929, and various plans have been tried in 
attempting its solution. In the past year the Den- 
ver County Medical Society has taken special cog- 
nizance of its existence and committees are mak- 
ing careful studies as to how to attack the problem. 
locally. 


The Role of the Federal Government in Providing 
Medical Care for the Indigent 


The federal government attempted to render 
medical care to the indigent sick first under the 
FERA. The federal government declared two 
principles of importance as follows: “The con- 
servation of the public health is a primary func- 
tion of our government” and “the physician 
should be compensated for his service to the un- 
employed and their families.” No doubt some 
benefits to the public were received from this 
plan, but it failed for several reasons, some of 
which are as follows: 


1 Only about one million out of seventy-five 
million of federal funds monthly was spent 
for medical relief, which was not consid- 
ered as a part of the basic budget. 


Apparent lack of or failure to consider med- 
ical advice in the original planning of the 
program. 


Failure to correlate activities with those of 
public health services. 


Failure to provide hospitalization care. 


The Social Security Act 


As we all know since the discontinuing of the 
FERA the Social Security Act has become effec- 
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tive and Title VI and parts of Title V are admin- 
istered by the public health agencies. The in- 
crease in public health work thus made possible 
has caused a widened horizon or changed concept 
of its scope of activities. The hospitals have been 
particularly interested in the crippled children. 
section of Title V. The crippled children program 
has offered an opportunity for a combined effort 
of the social and medical public health professions 
and apparently is demonstrating that the physi- 
cian can be paid for his services to the indigent 
by a health agency without socialization of medi- 
cine. However, some physicians have expressed 
a hope that the program would not be restricted 
to indigent patients, but that the service be ex- 
tended to the low income group who could not 
meet the total costs involved but could assume 
some of the financial obligations of the medical 
care. Also some express the opinion that if the 
service is restricted to the indigent and to the 
cases where the family income is below the level 
of subsistence that the full benefits of medical and 
social rehabilitation would not be attained; for 
the chief purpose of this program is to rehabili- 
tate the physically handicapped, mentally compe- 
tent children who, despite their physical and 
social handicap, may become self-supporting citi- 
zens of Colorado. Other physicians have sug- 
gested that if the orthopedist receives pay for his 
services to the crippled indigent, other physicians 
should also receive financial remuneration for 
medical care rendered to the indigent sick. These 
opinions probably account for the rumors that the 
crippled children program of the health agencies 
is an entering wedge for a more extensive gov- 
ernmental medical plan. It is interesting to note 
how the definition of the crippled child has broad- 
ened in the past year. Some states are consider- 
ing heart disease as well as certain eye afflictions 
as crippling conditions for which financial subsidy 
should be offered. 
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Public Health Agencies and Indigent Care 


It has been only in recent years that the United 
States Public Health Service would approve the 
supervision by a health agency of any type of hos- 
pital or domiciliary care. But this policy has been 
completely changed due in part to the ever in- 
creasing difficulty of distinguishing between pre- 
ventive and curative medicine. Also there is a 
definite tendency to consider the rendering of 
medical care to the indigent sick as a function of 
public health agencies, and if due to definite con- 
certed public action this does occur, they should 
be in a position to accept the responsibility of ad- 
ministering this additional service. The govern- 
ment is also considering ways and means whereby 
obstetrical care for indigents can be included as 
part of a generalized public health maternal and 
child health program. Such a plan would prob- 
ably include hospital and physician fees. 


Extending the Functions of Public Health Work 
to Meet Modern Demands 


Through preliminary data of the national 
health survey, conducted by the United States 
Public Health Service, covering three and one- 
half million individuals, it was pointed out by 
Miss Josephine Roche in a recent address before 
the American Public Health Association “that to- 
day seventy-five per cent of all mortality from 
disease is from chronic illness, fifty years ago 
94 per cent of all mortality from disease was from 
acute illness, chiefly infections.” To quote fur- 
ther: “Disabling illness among persons on relief 
is 68 per cent higher than among those in families 
with an annual income of $3,000.00 or over; that 
the unemployed have twice the disabling illness 
that the employed have; that Works Progress Ad- 
ministration workers have a disabling illness rate 


40 per cent above that of other employed persons; 


that one in every twenty heads of families on re- 
lief is unemployed because of disability, while 
only one in 250 heads of families in the higher 
income groups is unemployed because of dis- 
ability. 


“Organized medicine has admitted the problem 
and indicated it is receptive to ideas and is will- 
ing to cooperate. 


“A far step forward would be taken if the 
American Public Health Association formally rec- 
egnized the problem of the present unequal dis- 
tribution of medical services and the widespread 
human needs of today, and charged a special com- 
mittee to cooperate with the United States Public 
Health Service in extending through proper 
methods the long accepted functions of public 
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health work to meet modern demands and needs 
of our people.” 


A resolution favoring the appointment of such 
a committee was adopted by the American Public 
Health Association at its annual meeting in New 
York City, October, 1937. e 


Health Insurance 


There is strong sentiment from some sections 
for revival of the health insurance title of the 
Social Security Act which was included in the 
original draft of the bill. However, there seems 
to be a stronger movement at present for reor- 
ganization and consolidation of the Federal 
Health Bureaus. This would be included as part 
of the general reorganization bill of President 
Roosevelt. But there seems to be considerable 
controversy relative to certain features of the pro- 
posed reorganization of the health agencies. One 
plan is to create a separate cabinet position, the 
Secretary of the Department of Welfare with the 
consolidated health agencies as a Bureau of this 
department. This has been vigorously opposed 
by organized medicine which favors, if any change 
is made, the creation of a Federal Department 
of Health, under medical supervision. The 
latter plan would probably gain support from 
public health workers. 


The Hospital the Central Factor in Medical Care 
and Education 


The hospital will increasingly be the central 
factor in medical care and education. The low in- 
come group cannot arrange for hospital care and 
lack of hospital facilities in rural areas is another 
problem. To compensate for these problems vari- 
ous plans have been adopted by hospitals in differ- 
ent sections of the United States, most of which 
evolve about some type of health or hospital in- 
surance. C. Rufus Rorem recently revealed that 
over one and one-fourth million Americans pay 
from 50 to 80 cents each for hospital insurance 
which ranges from free service of various sorts 
to reductions in private room rates. At the pres- 
ent rate of increase in this accessory to medical 
care, he predicted that by 1942 ten million Amer- 
icans will have hospital insurance. If hospital 
insurance was put into practice on a nation-wide 
scale it would still probably be necessary for the 
government to offer subsidies to the hospitals and 
physicians for certain types of hospital and med- 
ical care rendered to the absolutely indigent in 
order to properly distribute these services. 


The Reaction of Organized Medicine to Group 
Hospitalization 


Of all the plans that have been proposed or 
tried during the past 10 years such as health in- 
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surance, contract practice, industrial group insur- 
ance, group hospitalization apparently has gained 
the most favorable reaction from organized medi- 
cine. This can partly be explained by the fact 
that the doctor’s bill is more likely to be paid if 
the hospital bill is taken care of and pressure will 
be reduced for compulsory health insurance or 
socialized medicine. 


However, strong arguments are presented 
against hospital insurance such as: it encourages 
unnecessary hospitalization; it is not practical for 
rural or agricultural areas; it includes high per- 
centage of poor medical risks who have not had a 
physical examination and if voluntary large per. 
cent would not take it and if compulsory many 
evils would result. 


The Allocation of Tax Funds to Accredited 
Voluntary Hospitals 


The hospitals should be primarily concerned 
about the two tendencies on the part of the gov- 
ernment, one toward building up care of the indi- 
gent more and more upon the basis of public in- 
stitutions and public officials; the other toward 
developing a system of allocating tax funds to 
accredited voluntary hospitals and private-physi- 
cians. The latter seems to be more highly en- 
dorsed at the present time. however it must be 
borne in mind that there are 1724 government 
owned hospitals containing 742,923 beds against 
4522 privately owned hospitals containing 333,427 
beds—that is, approximately two-thirds of the 
hospital beds are in publicly owned institutions. 


The term “state medicine” is not always prop- 
erly defined for it is really any medical service 
paid for by a government, such as the operation 
of a health department, of a tuberculosis sana- 
torium or a mental institution. According to the 
study of “The American Foundation” additional 
forms of “limited state medicine” seem imminent, 
as follows: 


“Allocation of tax funds to hospitals in propor- 
tion to the care they furnish to the indigent and 
low income group. 


“Extension of the facilities of tax supported 
laboratories, government aid to medical education. 


“Intensification of public health effort for the 
prevention and control of major health hazards. 


“Government support of research as the heart 
alike of modern preventive and curative medi- 
cine.” 


The Hospital as an Integral Part of an Approved 
Plan for Medical Care 


The hospitals should become an integral part of 
any approved plan to render public health or pub- 
lic medical service. The hospitals should also as- 
sist public health workers as well as private physi- 
cians in applying modern knowledge relative to 
prevention of disease and work in close coopera- 
tion with organized medicine in any proposed plan 
of rendering medical care to the medically indi- 
gent. In formulating a workable solution to this 
problem one agency or profession should not at- 
tempt coercive plans against another, but should 
all work towards the common objective—the pro- 
tection of the public health and the promotion 
of human welfare. 
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Christmas at the Pennsylvania Hospital 


In Pennsylvania Hospital, Philadelphia, the 
second oldest hospital in the United States, ob- 
servance of Christmas has become a time-honored 
tradition. The wards are decorated with Christ- 
mas trees and evergreen, as are the nurse’s home, 
hospital offices, and chapel. On Christmas Eve 
an entertainment is given for personnel and pa- 
tients able to leave the wards. At 6 o’clock Christ- 
mas morning the interns, nurses, and personnel 
living in the hospital pass through the wards 
singing carols and carrying lighted candles. Fol- 
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lowing the procession the Christmas breakfast is 
served in the nurses’ dining room. 

The carol-singing and the candle procession is 
a custom dating back many years, its inception 
being beyond the knowledge of the oldest em- 
ployee (who has been with the hospital 55 years) 
and beyond hearsay, which goes back 70 years. 
It is a custom so thoroughly enjoyed by those 
who participate that many of the interns who 
have left the hospital return at Christmas time 
to participate. It also is enjoyed by the pa- 
tients, many of whom have vivid memories of 
old-world customs of Christmas celebrations. 
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Some Hospital Management Problems from a 
Staff Member's Point of View 






GUY S. VAN ALSTYNE, M.D., Chicago 


EN I was asked to discuss some phases 
W:: hospital medical staff problems I asked 
Dr. Oden to be more specific. He said: 
“What are your pet peeves as a staff member? 
Tell about them.” I have no particular “pet 
peeves” against my hospital. On the contrary, I 
am rather proud of her and of her management. 
I think we have a grand man as president of our 
Board of Trustees and an excellent superinten- 
dent. 


There are a great many management problems 
in which we, as staff members, have no direct 
interest: the coal supply; the help; the carpenter 
shop; painting and decorating; the laundry. But 
there are problems in which we are, or should be 
interested, at least equally with the management: 
intern service; records; staff meetings; nursing; 
laboratories; hospital ethics. 


During over twenty years of continuous service 
in one department I naturally have formed opin- 
ions on some of these problems. These opinions 
may or may not be in accord with those of other 
staff members. So please consider my remarks 
as those of an individual and not necessarily, as 
representative of our medical staff. 


The Nursing Problem 


I often feel that nurses are born, not made. 
Like an artist, they must have the “touch”; a 
pleasant, well modulated voice; poise; gentleness; 
adaptability. Nursing is pre-eminently, keeping 
a patient comfortable, mentally as well as phys- 
‘ically. 


In the last few years before the depression the 
tendency of nursing school faculties was to at- 
tempt to produce super-nurses. Instead, I often 
felt that they were producing a sort of a pseudo- 
M.D. at the expense of real nursing. I saw on a 
blackboard one day in the nurses’ classroom a 
diagram of the Vena Azygos system. On the same 
day I saw a nurse walk down the corridor swing- 
ing an empty ice bag. The rubber gasket flew 
off and rolled away, but she continued blithely 
on her way, filled the bag, and was just about to 
place it on her patient when I called her attention 
to the missing gasket and the fact that without 
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it the ice bag would leak water and soak the pa- 
tient. How much more important it is that a 
nurse should know about gaskets on ice bags than 
about the distribution of the Vena Azygos sys- 
tem! How much more value to the patient is the 
smoothing of a wrinkled sheet, the patting of a 
pillow, the stroking of an aching brow—an extra 
alcohol rub to a tired hot back, than all of the 
super-knowledge of the physiology of digestion, 
the chemistry of the blood, or the anatomy of an 
embryo! 


A new problem confronts us now. Since the 
depression, with its over-production of nurses, 
many nursing schools have been discontinued, 
with a. substitution of graduate nurses and 
‘nurses’ aids” for the pupil nurses on the floors. 
I have always advocated some sort of a maid to 
do the unskilled drudgery, so much of which fell 
upon the student nurse in former days. I recall 
in one of the wards of the old County Hospital 
during my intern days, that the night pupil nurse 
was required, above all things, to polish the brass 
faucets of the sterile water containers. After 
that was done she could give the ordered typhoid 
“tubbings” if there were still time. 


A word of warning, however, about these 
“nurses’ aids.” Let us be very careful what duties 
are relegated to them. One was recently de- 
tected lifting sterile dressing forceps from a ster- 
ilizer in the ward dressing room and holding them 
under the running cold water tap to cool before 
folding them into a sterile towel for the surgeons’ 
use. If these strictly nursing tasks are to be given 
to untrained women we are taking a step back- 
ward toward the days when Belleview Hospital 
was manned (shall I say “womanned’’?) by prosti- 
tutes as a part of their punishment—to the days 
of the origin of the “black bottle.” 


Records 


“1 Complete Histories —There must be com- 
plete histories, giving the patient’s complaint, 
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physical examination at time of admission to the 
hospital, preliminary diagnosis, laboratory find- 
ings, description of operation, if any, progress 
notes, final diagnosis, condition on discharge and, 
in case of death, necropsy findings, if secured. 


“2 Endorsement of Histories.—The histories 
should show by signatures or initials all persons 
writing them or parts thereof, as well as the staff 
members by whom the histories are verified. Like- 
wise, all orders and progress notes should be in- 
itialed or signed. 


“3 Work of the Interns.—(a) Histories—The 
interns should personally record a history, a phys- 
ical examination, and their own diagnosis on pri- 
vate and ward patients on their service. The at- 
tending physician should in each instance check 
the intern’s work, call attention to errors and sup- 
plement the clinical records with any additional 
findings. The interns in following the progress 
of the patient should enter progress notes on the 
chart and the patient’s condition on discharge. 
. . . It is especially emphasized that surgical 
charts should be completed promptly and except 
in emergencies before the patient is taken to the 
operating room. Unless this is done, the educa- 
tional value of the intern’s work is considerably 
lessoned.’’* ; 


“Item 4 That accurate and complete records 
be written for all patients and filed in an acces- 
sible manner in the hospital—a complete case 
record being one which includes identification 
data; complaint; personal and family history; 
history of present illness; physical examination; 
special examinations, such as consultations, clin- 
ical laboratory, x-ray and other examinations; 
provisional or working diagnosis; medical or 
surgical treatment; gross and microscopical path- 
ological findings; progress notes; final diagnosis; 
condition on discharge; follow-up, and, in case of 
death, necrospy findings.’’** 


The following questions are taken from the 
blank which is filled out by each examiner, sitting 
on the History Review Committee of the Ameri- 
can College of Surgeons, after examining each 
set of records submitted by candidates for Fellow- 
ship. 


“1 IS DIAGNOSIS WARRANTED BY THE 
RECORDED DATA? 

“2 IF NOT, HOW LACKING? 

“3 IS TECHNIQUE SATISFACTORY? 

“4. ARE END RESULTS ACCEPTABLE?” 


In addition to these criteria, in order that a 


*“HISTORIES”’—Essentials in a Hospital Approved for train- 
ing Interns—Prepared by the Council on Medical Education and 
Hospitals of the American Medical Association—6/9/35. 


**MINIMUM STANDARD FOR HOSPITALS—American Col- 
lege of Surgeons Year Book. 
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hospital maintain a satisfactory system of clinical 
records, the nurses must do accurate and intelli- 
gent charting and the management must provide 
adequate facilities for filing. 


The nurses should make their records mean 
something to the intern or attending man who 
reads them. Not simply “ate well”; “u” for 
urination; “B.M. or a check mark for bowel move- 
ment, but: “patient ate a few spoonfuls of broth 
and two bites of toast,” or: “the patient ate his 
entire luncheon, consisting of, etc.” Urinations 
should be recorded as to amounts and times. Bowel 
movements as to character, color, consistency, 
amount, and frequency. Records thus qualified, 
are informative. While at the hospital on a night 
emergency I lifted a ward chart from its hook at 
two a. m. and was rather amazed to find recorded: 
“ate well, slept well, mouth cleansed.” 


Interns’ progress notes should not be, as they 
frequently are, repetition of the nurses’ records, 
but should furnish additional information, such 
as the condition of the surgical wound, chest find- 
ings, etc. 


The management can do their part by provid- 
ing a records room, a statistician, a cross-filing 
system, and facilities for quick access to all rec- 
ords at all times. 


Records of operative procedures should be 
made immediately following operation. They 
vary in accuracy directly as the length of time 
intervening between operation and their writing. 
If written days or weeks afterward they are of 
little value. I recently operated upon a woman 
for an acute ruptured gangrenous appendix which 
had been removed twelve years previously, ac- 
cording to her surgeon’s report to her, several 
weeks after he had performed a pelvic laporot- 
omy. Because of this definite history her pres- 
ent physician missed an early diagnosis. She 
nearly died and suffered months of disability. Had 
this surgeon written the record of his operation 
immediately this error could not have occurred. 


Several good methods are in use for immediate 
recording of operative procedures. Writing of 
the record by the surgeon personally, dictating it 
to his intern; talking into a dictaphone. One of 
the best I have seen was in use several years ago 
and perhaps still is, in one of our better hospitals. 
Immediately at the end of an operation I was 
guided by the surgical supervisor to a wall tele- 
phone where I dictated my findings and technique 
to a statistican who took my dictation in short 
hand. This was transcribed and on the chart for 
my inspection and correction at my next visit. 


Finally, if nurses’ and interns’ records are brief 
or indifferently done it is frequently because they 
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feel that they are not read by the staff men any 
way so, “what’s the use.” The responsibility is, 
after all, upon the attending physician or surgeon. 


Staff Meetings 


Staff meetings should be of two kinds: business 
and clinical. A: business meeting of the entire 
staff should be held once a month—at least 
quarterly. Too much important business, of in- 
terest to all staff members, is transacted by the 
executive committee or by the Board with or with- 
out a representative of the executive committee 
of the staff present. Decisions are made and 
rules handed out to the staff concerning which 
it has had no voice. Such meetings, if held regu- 
larly, will stimulate interest, loyalty, and cohesion 
in any hospital staff. 


The clinical meetings should be held at least 
bi-monthly, better yet, weekly. The programs of 
these meetings should be limited to discussions by 
staff members and interns of clinical and patho- 
logical material from the hospital; reports of in- 
teresting and instructive cases and necropsy re- 
ports by the pathologist. Papers read on purely 
scientific problems are out of order. 


There has been a tendency in some hospitals 
to invite outsiders, even noted out-of-town men, 
to give formal papers on medical subjects. This 
should be reserved for the County Medical So- 
ciety. It was never intended by the American 
College of Surgeons, in advocating regular clin- 
ical hospital staff meetings to usurp the roles of 
either the branches or central society meetings. 
An ideal plan is as follows: For the central so- 
ciety (County Medical Society), to invite guests 
of national renown; for the branches to have able 
men from other branches; and for the hospital 
clinical staff meetings to select speakers from the 
local staff, presenting only local hospital material. 
With this plan, if followed, there will be no over- 
lapping; each meeting will have its definite place 
in the physician’s schedule of activities, and no 
one meeting will usurp the prerogatives of the 
others. 


Orders by Staff Doctors 


An excellent plan has just been put into ef- 
fect at Wesley Memorial Hospital. In addition to 
writing, dating, and signing an order on the 
chart, the staff members are urged to mark also 
the hour at which the order was written. This 
obviates argument as to whether certain labora- 
tory work could or could not have been accom- 
plished .by a certain time; whether or not the 
dietitian had been given sufficient warning about 
a change in diet before the next meal hour; 
whether or not the nurse in charge had sufficient 
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advance instruction to have given a pre-operative 
“hypo” on time. 


Orders, excepting in certain reasonable in- 
stances should be written and signed by attending 
men personally. The old army game of “buck 
passing” is still too much in vogue. The surgeon 
tells his assistant, who tells the senior intern, who 
tells the junior intern, who gives a verbal order 
to the nurse—any nurse he sees on the floor—per- 
haps a “proby”—or forgets it altogether. 


Ethical Relations 


A hospital must maintain ethical relations with 
its own staff, for its very existence depends upon 
its staff. No less must it maintain ethical rela- 
tions with the general medical profession, for this 
group makes possible the existence of its staff 
upon whose existence its own existence depends. 
In other words, the general practice group refer 
their patients to the highly specialized group com- 
prising the hospital staff, who, in turn, send these 
patients into the hospital. 


One of the touchiest phases of hospital ethics is 
the hospital clinic. 


The word “clinic” formerly meant to the lay- 
man, a place for paupers to go for medical treat- 
ment. It was connected with a medical school 
and was designated, and even in fact was, a free 
clinic. Now since institutions like the Mayos’ 
have popularized the term, “clinic” has become 
a magic word. “The best people” now go to clin- 
ics. In fact the laity are believing more and more 
that the only proper thing to do when they are 
ill is to “go to a clinic and have a thorough exam- 
ination,” or, as they say, “be worked up.” They 
are under the impression that only in a clinic can 
a thorough examination be done and an accurate 
diagnosis be made. 


“The word ‘clinic,’ however, has come to mean 
to the average private practitioner of medicine, 
a sinister thing—an evil thing that has grown 
like a malignancy—a thing to be feared and 
against which he is helpless—a thing that robs 
him of his patients and so, of his livelihood. 


Pay clinics, whether diagnostic or for treat- 
ment, organized in hospitals, under any plan what- 
ever, which separates patients from their own 
private physicians, aside from being (in Illinois) 
illegal, are ethically wrong, and are a menace to 
the American plan of Medical Practice. Even 
free clinics, if great care is not used, will indi- 
rectly react to the detriment of the general doctor. 


Examples: Dr. Jones sends a patient to a so- 
called “Diagnostic Clinic” at a hospital with the 
understanding that the patient will be examined, 
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a diagnosis made, and the patient returned to 
him for treatment. This is all done as agreed. 
The diagnosis made is surgical, so Dr. Jones, who 
is a medical man, says to his patient: “I will send 
you to Dr. Smith for surgical treatment. The 
patient replies, however, that while at the clinic 
he came in contact with Dr. Brown. In fact, it 
was Dr. Brown who examined him and gave the 
final opinion on his diagnosis. Everyone says Dr. 
Brown is a marvelous surgeon. He will therefore 
not go to Dr. Smith, Dr. Jones’ choice of surgeon 
for him, but to Dr. Brown, “the big professor of 
the clinic.” 


A free clinic reacts in this way: Dr. Jones 
sends a patient who cannot pay, to a free clinic. 
This patient becomes acquainted with the per- 
sonnel of the clinic. He sends a relative of his, 
also a patient of Dr. Jones’, but who is financially 
able to pay a good fee, to Dr. Brown, whom he 
met at the clinic. Dr. Brown sees this patient in 
his office, treats him and collects the fee which 
should have been Dr. Jones’ fee. Or the patient 
himself, later, in more prosperous days, when he 
is again able to pay a fee, goes directly to Dr. 
Brown and so robs Dr. Jones of his fee. 


A hospital was defined by the fifth of ten prin- 
ciples adopted by the House of Delegates of the 
A. M. A. at its eighty-fifth annual session held 
in Cleveland in 1934, as follows: “These institu- 
tions are but expansions of the equipment of the 
physician.” A true hospital, then, is merely a 
part of a doctor’s armamentarium, as is his hand 
bag. his instruments, his automobile. It is a sort 
of a specialized hotel to which he may take his 
sick patients where he can give them better care 
than he can in their homes. The hospital pro- 
vides, for a price, room and board, nursing care, 
and varied facilities for diagnosis and treatment 
which are available to the physician, provided his 
patient can pay for them. When a hospital be- 


comes more than this it has over-stepped its orig- 
inal intent. 


Hospitals, then, if they must organize clinics, 
should use extreme care in guarding the welfare 
of the private physician; Wesley Memorial Hos- 
pital has recently instituted such a clinic—The 
Davella Mills Foundation Cancer Clinic of Wesley 
Memorial Hospital. Dr. Goldstine, who was in- 
strumental in securing the endowment for this 
service, was insistent that it should be based on 
the principle of THE RIGHT OF THE PHYSI- 
CIAN TO CARE FOR HIS OWN PATIENT. 
There is no social service investigation. There 
is merely the word of the attending physician that 
his patient is without sufficient funds and needs 
hospitalization for the diagnosis or treatment of 
cancer. That is all. The patient is admitted and 
receives unlimited care under the direct super- 
vision of his own doctor. There are no strings 
attached. 


I propose the following plan for hospitals which 
feel they must establish free clinics: Allow no 
patient to apply directly to the clinic for medical 
service. Instead, let his private physician judge 
when his patient is in need of charity service. Let 
him refer this patient to a clinic of his selection; 
then let this clinic care for this patient according 
to the physician’s instructions. If the patient is 
sent in for diagnosis only then he must be re- 
turned, without treatment, to his physician with 
the proper report. If he is sent in for full treat- 
ment, then let the clinic treat him for the particu- 
lar ailment for which he came, and, at the com- 
pletion of ‘treatment, return him to his family 
physician with a full report. After his discharge 
let it be fully understood that this patient must 
not be re-admitted at the clinic without another 
reference from his physician. 


I have no suggestions to offer for the establish- 
ment of ethical and legal pay clinics. 





Walter Metzger Returns to Michael Reese, 


Chicago 


Mr. Walter Metzger has resigned as superin- 
tendent of Knickerbocker Hospital, New York, to 
return to Chicago as assistant to the superintend- 
ent of Michael Reese Hospital, Dr. Herman Smith. 


Mr. Metzger had been connected with Michael 
Reese as assistant superintendent before accept- 
ing the position of administrator of the Knicker- 
bocker Hospital. 
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The Value of Regular Conferences for All Personnel 
in Hospital Administration 






MARY B. MILLER, F.A.C.H.A., Pittsburgh, Pennsylvania 


A Thesis Submitted as a Requirement for Advancement to Fellowship in the American College of 


problem, we are apt to be less critical, and 

more cooperative. Wherever a large group 
of persons are employed, each in a different de- 
partment, such as in a general hospital, it is 
sometimes difficult to always understand the 
other person’s viewpoints and difficulties even 
though all are working toward a common objec- 
tive—in the case of the hospital—the efficient 
care of the sick and cooperative hospital adminis- 
tration. The problem of another may be simpli- 
fied by presentation and discussion with others. 
Where regular inter- and intra-departmental con- 
ferences are held, it has been noticeable that they 
are educational and aid in establishing a friendly 
understanding between co-workers. 


To moment we become aware of another’s 


Purpose and Aims of Conferences 


The conference method of problem solving in 
the general hospital has been found to secure 
more efficient and improved care of the patient 
including every detail for his comfort; to cor- 
relate and to dovetail management of all hospital 
departments; to create better understanding of 
relationships; to promote efficiency in service in 
every sense of the word; and to secure material 
economy. 


Personnel cooperation may be secured through 
two types of conferences: the general and the spe- 
cial group type. 


From experience, it has been found that at 
times it has been necessary to meet in a group, 
all heads of departments, their assistants, and any 
others who may have some direct responsibility. 
This takes the form of the general conference. 


Further details may be developed by the special 
group meeting. In a general hospital such spe- 
cial groups may include the school of nursing, 
and in turn the faculty, the supervisors, the head 
nurses, the general duty nurses, students, and 
subsidiary workers; the dietary, the purchase 
and supply, the x-ray, the laboratory, the person- 
nel in the accounting department, the admitting 
office, the medical and surgical staff, the mainte- 
nance, the housekeeping, the laundry, and even 
the telephone and information department. There 
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is no department too large or too small for con- 
ferences with the administrators. 


Time and Place 


It is advantageous that a definite schedule for 
regular conferences be developed as a part of the 
yearly program. Such schedules set aside definite 
periods for meeting and allows the department 
heads to include such in their program. 


Suggested places in which to hold conferences 
might be: the general assembly room, the office 
of the administrator, the office of the director of 
the school, the board room, the staff room, the 
classroom, or the offices of the various depart- 
ments. 


A suggested schedule might be thus: 


Inter-departmental With the Administrator 

Director of Housekeeping, Daily 8:30 a. m. Office 
Administrator 

Director of the School, Daily 9:00 a. m. Office 
Administrator 

Pharmacist, Daily 9:15 a. m. 
trator 

Dietitian, Daily 9:30 a. m. Office Administrator 

Engineer, Daily 9:45 a. m. Office Administrator 

Admitting Department, Daily 10:00 a. m. Admit- 
ting Officer 

School Faculty, Monday 1:00 p. m. School Office 

*Purchasing Agent, Daily 12:45 p. m. Office Ad- 
ministrator 

Dietary, Bi-monthly-Thursday, 1:00 p. m. Die- 
tary Department 

Supervisors and Head Nurses, Tuesday 12:45 
p.m. Assembly Room 

Employees, Bi-monthly-Thursday 12:45 p. m. 
Employees’ Quarters 

General conference of every employee and staff 
member the first of each month 1:00 p. m. 
Assembly Room 


Office Adminis- 


*The Purchasing Agent is present at all conferences where 
— of purchasing foods, drugs, furnishings, etc., are dis- 
cussed. 
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Intra-departmental Schedule 


School Faculty, Saturday 11:00 a.m. School Office 

Dietary Department (all employees, students as- 
sistants, etc.), Monday 10:00 a. m. Dietary 
Department 

Student Group, Tuesday 7:30 a. m. Assembly 
Room, Nurses’ Home 

Operating Room Staff (students, staff, maids, 
etc.), Monday 1:00 p. m. Operating Room Office 
Special conferences may be arranged as indi- 
cated. 


Method of Conducting Conferences 


The round table type is the most popular and 
has really been found to be the most profitable 
in securing desired result and at the same time 
in creating a feeling of mutual responsibility. 
The fact that each one feels obligated to partici- 
pate in the discussion gives free exchange of ex- 
perience, viewpoints, and ideas. 


The demonstration type of conference may be 
used to advantage as a means of introducing new 
techniques, of imparting general information and 
of serving as a review or reminder. Such demon- 
strations may be carried on by the departmental 
head or by one under his direct supervision. 


It is absolutely essential in order to conduct 
successfully such group meetings, that some in- 
dividual take the initiative in planning and pre- 
paring for the conference and in some instances 
of appointing leaders and aides. Parliamentary 
procedure should govern all conferences but 
should not be so strictly adhered to that free dis- 
cussion is discouraged. 


Record of Conferences 


A record of each conference, which includes a 
summary of material discussed, and attendance, 
is of vast importance. This can be secured by 
having a stenographer present or a member of 
the personnel act as a secretary. Such reports, 
when filed, eliminate the possibility of such com- 
mon excuses as “TI didn’t know,” “No one told me 
about this,” “I didn’t see the notice on the bul- 
letin board,” or “I forgot.” Frequent summaries 
of these minutes serve as excellent reviews. The 
filing of such records should be made in a cen- 
tral place, accessible to all at any time. 


Subjects Discussed 


Many opportunities are given to the adminis- 
trator, by scheduled general conferences, of pre- 
senting his administrative responsibilities. He 
can, to advantage, make all aware of the status 
of hospital finances, the difficulty in securing 
funds for operation, and the actual cost of oper- 
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ation. He may call to their attention such items 
as the abuse of equipment, the care of mattresses, 
furniture, and rubber goods, etc. He may discuss 
and review jurisprudence as it affects the hospital 
including accidents to patients in case of falls, 
burns, and mistaken medication. Complaints of 
patients as waiting long for service, any discour- 
tesy, or criticism of nursing procedure may well 
be presented to the department responsible. The 
administrator serves as the liaison officer between 
the governing body and the departments of the 
organization. This duty can well be accomplished 
through the conference method. 


School of Nursing 


Much may be accomplished by means of the 
conference with the school of nursing which de- 
partment is directly responsible for the admin- 
istering and for the quality of the nursing serv- 
ice rendered. The value of the round table with 
this group is beyond estimation. 


Such conferences usually deal with nursing 
service in all departments and the possibilities of 
its improvement, curricula (the three and the five 
year courses), professional education, discipline, 
and the execution of general policies as outlined 
by the Board of Trustees and the School of Nurs- 
ing Committee. Where university affiliation is 
in operation, the Deans of the college and school 
of education may be invited to attend sessions of 
special importance. 


Reports of conventions that may be of interest 
and of educational value to hospital personnel 
may be presented to this group for further dis- 
semination. 


Reports of studies presented arouses interde- 
partmental interest, promotes economy, impresses 
with the value of cost accounting, and is an ex- 


cellent method of comparative function. A re- 
cent study made in the mechanical department of 
a hospital that accomplished the above mentioned 
points was that of determining the actual num- 
ber of gallons of hot and cold water used daily 
in the hospital and the cost of the supply. Such 
study was presented in a conference and a marked 
decline in the amount being used was noticed. 
Another study was that of the cost of an opera- 
tion, and the taking of a simple x-ray picture. 
The formulating of such studies fixes interest in 
the department and makes all aware of the fact 
that many of the accepted hospital routines form 
the large part of the overhead expenses of the 
institution. 


Conference by the director of the school of 
nursing and the administrator with the general 
duty nurses, students, and subsidiary workers, is 
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the time when new procedures may be demon- 
strated, procedures reviewed, and new programs 
launched. 

Dietary Department 


I am sure that most administrators will agree 
that the cost of the dietary department is a tre- 
mendous item in the hospital budget. Few em- 
ployees realize the massiveness of the responsi- 
bility that rests here. 


The personnel attending the food conference 
may be varied and will include to an advantage, 
the dietitians, the chef and heads of the kitchen 
departments, the director of the school, a repre- 
sentative of the student group, and any others 
having an interest in this subject. This round 
table serves as a good “clearing house” for prob- 
lems, complaints, criticism, and comments. Food 
service to the private patients, wards, employees, 
interns, resident doctors, and students, can be ad- 
justed here. Since this is a scheduled conference 
the representative may bring the suggestions, and 
criticisms from his group for discussion. Some 
feel that criticism should not be invited, but we 
have found that the criticism secured is usually 
of the constructive type. A criticism need not 
always be a complaint. 


Purchasing Department 


The purchasing department can make itself an 
indispensable part of an economy program by 
putting into the hands of the departmental heads 
the actual cost of items used every day. I am 
afraid many supervisors feel that the storeroom 
supply is inexhaustible and rarely realize the cost 
factor involved. Such facts may be presented by 
the purehasing agent in a general conference. 
The heads of departments should give considera- 
tion to the time factor involved in purchasing 
equipment of all kinds, and do so when it is called 
to their attention. The broadcasting of this in- 
formation down through the departments will 
greatly reduce breakage. In one hospital, as a 
result of a study made, a breakage charge system 
was devised in which “breakage cards” were pur- 
chased by the student and employees, and the 
amount of breakage is punched weekly. After the 
cost information was placed before these people, 
as much as fifty per cent reduction in breakage 
was noted. 


Laboratory Department 


The laboratory technologist usually represents 
that department at conferences and gives an ex- 
ample where the conference may be conducted by 
a departmental head or an assistant. Such con- 
ference may be of a general type, or of the spe- 
cial type as may be indicated. He may stress the 
method of handling specimens, the care of vac- 
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cines, sera, etc., before administration, requisi- 
tions, special work, handling of emergency work 
both day and night, and present special studies 
and items of interest which may come to his at- 
tention. 


X-ray Department 


The x-ray is one of the most important diagnos- 
tic departments of the hospital and is such a spe- 
cial department that the personnel must be thor- 
oughly familiar with the various techniques of 
both routine and special preparations. The 
roentgenologist and the chief technician usually 
conduct the conference with the professional per- 
sonnel. This conference may be in the form of a 
lecture or demonstration. Stress is laid upon the 
possibilities of dangers and the necessity of pre- 
caution in every procedure. Promptness of serv- 
ice many times is an important factor in saving 
lives, especially in cases of emergency. Prepara- 
tions for special x-ray pictures should be carefully 
outlined in the Procedure Book on each floor or 
department, also in the Standing Order Book. 
Where mobile type units are used, care should be 
taken to do so without confusion. This depart- 
ment requires different management in its con- 
ferences because of its confidential nature. 


Medical Social Service Department 


Most hospitals have a medical social service 
department within its organization and often the 
possibilities of such departments are not fully 
utilized. The purpose of the medical social serv- 
ice department is to serve the patient, the physi- 
cian, and the hospital. The patient is more quickly 
restored to health, the physician enabled to carry 
out treatment, and the hospital to fulfill its duty 
to the patient and to the community. The medical 
social worker uses the conference method of re- 
search and of securing cooperation. By special 
conference with the patient and his family she 
gains their confidence, and acquires information 
about health, finances, and special conditions. By 
means of special conferences with physician, resi- 
dent doctors, and interns, adjustments in treat- 
ment may be made. Student nurses may be given 
a more complete picture of their patients when 
the medical social worker presents her findings 
and case progress to them. Such conferences may 
be short and may be held in the office of the de- 
partment in which the patient is located or may 
be with the student caring for the patient and 
she in turn making use of the information in her 
study of the patient’s condition and follow-up 
work. General conferences may include presen- 
tation of work and studies from this department. 
The work of this organized unit is almost entirely 
of the conference type. 


It is recognized that community responsibility 
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in relation to hospital administration is of utmost 
importance, and in order to interest the com- 
munity, conferences with the administrator are 
an excellent means by which public education may 
be accomplished. 


The hospital auxiliary president and chairman 
of the social service board usually invite the ad- 
ministrator to the meetings of these organizations, 
where an opportunity is given to present the work 
and needs of the hospital. Here also may be pre- 
sented the results obtained in all of the hospital 
departments and aims for the future. A definite 
program for the year and a budget presented at 
the first meeting of the year is helpful in securing 
definite sums of money, a definite quantity of 
linens, furnishings for special departments, spe- 
cial equipment and in some instances salaries 
provided or supplemented. 


It is helpful to have the chairman of these or- 
ganizations interpret the policies of the hospital 
to their own groups as well as to the public. By 
having a member of the Board of Trustees ad- 
dress the group at least annually, brings about 
better understanding of what all are trying to 
accomplish in providing scientific care of the sick. 


When benefits, musicals, and donation days are 
announced, definite times are thus provided for 
conferences that relate to public education. 


Just as soon as the patient enters the door of 
the hospital, it is our responsibility to see that he 
receives a kindly, sympathetic, and courteous re- 
ception. Many times the routine of business and 
financial arrangements may be misunderstood by 
the patient or his family. At this time the person- 
nel of the admitting office, the accounting office, 
and the telephone and information desks, must 
radiate assurance and confidence. Frequent con- 
ferences with this department with its many 
phases of human relationships are important in 
maintaining cordial relationship between the hos- 
pital and the community. It is here many times 
that the hospital as a whole is judged. Having a 


graduate nurse in the business offices helps to 
make interpretation of the departmental services 


- more understandable. 


Conference with the employees is some differ- 
ent in its purpose and method of conduction. The 
employees possess a different degree of intelli- 
gence and social standards. The group meeting 
usually has either an economic purpose or one of 
personal conduct. The individuals employed as 
janitors, porters, maids, and laundry help, in 
many instances are working because of the finan- 
cial return they receive and not from a personal 
interest in the work. By having a scheduled con- 
ference with all such employees, points of error 
may be pointed out to them, new rules stated and 
explained, and suggestions received and discussed. 
The purchasing agent may present in a very em- 
phatic way the cost of the materials with which 
they work. The matter of dollars and cents to 
this group works magic. I feel that by means of 
frequent conferences led by the administrator 
or the director of the housekeeping department, 
the proper spirit of service can be secured and 
maintained and this group soon made to feel that 
they “belong” to the institution. 


Summary 


Through regular conferences for all personnel 
in hospital administration the following results 
are brought about: It teaches us to think to- 
gether creatively, to cultivate a considering and 
open frame of mind and impresses the fact that 
experience of all is richer than the experience of 
any one person. By these group conferences a 
feeling of cooperation and “belonging” is firmly 
established. 


Hospitals that have incorporated group think- 
ing must recognize that the desired results have 
been obtained. 
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It Didn't Happen in a Hospital 

“Once upon a time a king, while shaving, fell 
unconscious in his bedroom. The following treat- 
ment was employed by the royal physicians. A 
pint of blood was extracted from his right arm; 
then eight ounces from the left shoulder; next an 
emetic, two physics, and an enema consisting of 
15 substances. Then his head was shaved and a 
blister raised on the scalp. To purge the brain 
a sneezing powder was given; then cowslip powder 
to strengthen it. Meanwhile more emetics, sooth- 
ing drinks, and more bleedings; also a plaster of 
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pitch and pigeon dung applied to the royal feet. 
Not to leave anything undone, the following sub- 
stances were taken internally: melon seeds, 
manna, slippery elm, black cherry water, extract 
of lily of the valley, peony, lavender, pearls dis- 
solved in vinegar, gentian root, nutmeg, and 
finally 40 drops of extract of human skull. Asa 
last resort bezoar stone was employed. But the 
royal patient died. . . . The unfortunate patient 
was Charles II, King of England.”—Loren C. 
MacKinney in EARLY MEDIEVAL MEDICINE (Johns 
Hopkins Press). 
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Out-Patient Department in the General Hospital 






CHRISTOPHER G. PARNALL, M.D., Rochester, New York 


attempt fully to cover the subject of the or- 

ganization and administration of the out-pa- 
tient department. Authoritative and detailed 
discussions are readily available to those inter- 
ested in the yearly reports of the Out-Patient 
Department Committee of the American Hospital 
Association and in the admirable book on all 
phases of hospital function written by the direc- 
tor of hospital activities of the American College 
of Surgeons. This paper is intended merely to 
emphasize certain principles of out-patient service 
which may not be generally understood or ac- 
cepted, or about which there may be considerable 
difference of opinion. The views expressed are 
largely those of the writer, who in a rather exten- 
sive experience has always held that the medical 
service of the hospital is by no means the least 
important component of its contribution to the 
community. On the other hand, he holds no brief 
for organized medicine as such. Certainly the 
contention that the public interest will suffer and 
that the sick will receive less than their due is a 
better argument against some of the proposed 
radical changes in medical practice than the as- 
sumption that medicine has vested interests 
which may not be invaded or ignored. 


T sttem is little time and less need for me to 


Uncontrolled Expansion of Out-Patient Service 
May Be Harmful to Medical Practice 


The enormous increase in recent years in out- 
patient service itself represents a change in med- 
ical practice and, whether for good or ill, one 
which has occurred largely at the initiative of the 
medical profession and with its full consent. To 
some physicians it indicates such a threat to pri- 
vate practice that, as far as the medical profession 
is concerned, the term out-patient department 
should be changed to “out-of-patients depart- 
ment.” Undoubtedly the growth has in certain 
respects got a bit out of control, but that it has 
resulted in a Frankenstein, as some seem to be- 
lieve, is hardly within the bounds of actuality— 
yet. That uncontrolled expansion of out-patient 
service may be potentially harmful to medical 
practice, no thoughtful person who is familiar 
with the facts will deny. Neither is there reason- 
able doubt that harm to medical practice is of 
secondary importance to harm of the public gen- 
erally. 


Presented before the American College of Surgeons Hospital 
Standardization Conference, October 26, 1937. 
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There are hospitals, too many of them, which 
are not playing the game according to the rules, 
as there are doctors, too many of them also, who 
chisel and cheat. There will always be some of 
each that deserve condemnation but it is unfair 
and unintelligent to judge all hospitals or all doc- 
tors by the standards of a few. Moreover it has 
been observed that where an out-patient depart- 
ment exists which condones practices not in 
keeping with high ethical principles, the local 
medical profession, or a considerable proportion 
of it, does not too strongly exemplify generally 
accepted standards of professional conduct. 


Just as there is no defense of any system of 
medical practice which in the long run results in 
lowered quality of service to the sick, so there is 
no reason for the continuance of out-patient care 
in hospitals if it means inferior medical attention 
for those who need what medicine attempts to 
give them through this medium. After all, mod- 
ern out-patient service is a part of our present 
system of medical practice. Changes are inevit- 
able, they are necessary and desirable, but when 
they occur they must be effected with intelligence 
and judgment on the part of both those who ren- 
der and those who receive medical care, otherwise 
ill-conceived expedients will replace sound meth- 
ods and the public will suffer no less than the med- 
ical profession. 


One of the oldest traditions of medicine is to 
care for the poor without material recompense 
and the out-patient department is only a part of 
the machinery for preserving this tradition. It 
is a means by which medicine can more effectively 
render to the indigent the type of care available 
to those who can pay for it. We cannot have our 
cake and eat it too, and before we commit our- 
selves irretrievably to any plan of payment for 
service to the indigent, we had better think care- 
fully about the implications hidden in such a pro- 
posed change, for the change will undoubtedly in- 
volve sacrifice and any resultant selfish gain may 
be dearly bought, indeed. 
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Before subscribing to the somewhat general 
condemnation of out-patient service and the hos- 
pitals which provide it, and decrying its abuses, 
would it not be well to attempt to define what such 
service should be, and next to correct those 
“abuses” which we find exist? 


If it is the traditional obligation of the doctor 
to care for the poor, certainly there can be no 
valid objection to doctors joining together and 
employing whatever means will make such care 
most adequate and effective. For those with 
serious and disabling illness, hospital care repre- 
sents probably the best means. For the ambula- 
tory case, and especially the one for which prompt 
attention may avoid the need for hospitalization, 
either care in the private physician’s office or in 
an organized clinic is essential. Which is the 
better for the patient and the physician depends 
on many factors; it is one of those questions 
which can be answered both ways. 


In urban communities, considering the needs 
of the patient and the demands on the physician, 
there can be little doubt that the organized clinic 
with the facilities common to good hospitals, of- 
fers the best solution of the care of the indigent 
ambulant case. It enables the doctor within a 
given time to render more effective service and 
distributes the burden of charity work more 
equitably just as for cases requiring hospitaliza- 
tion, organized staff service accomplishes the 
same purposes. It is assumed, of course, that the 
quality of service in both instances is of high 
standards an assumption which, to be honest, is 
not always justified. When it is not, the hospi- 
tals and the medical profession are jointly to 
blame and call for something on the order of a 
thorough housecleaning. With adequate service 
available for the indigent in hospital ward or out- 
patient clinic, his medical needs are usually well 
provided. However, while it is perhaps not perti- 
nent to the subject of this paper, the domiciliary 
care of the indigent patient, too ill to be ambula- 
tory and not ill enough to require hospitalization, 
is a problem which in the light of changing trends 
in medical practice should*receive more thought 
from the medical profession. The medical social 
worker and the visiting nurse have their place but 
the responsibility cannot be wholly that of the 
physician. The increasing tendency to make 
domiciliary care of the indigent a function of 
government performed by doctors paid out of tax 
funds is cited here for the purpose of comparing 
the quality of such care with that usually rendered 
in hospital wards and out-patient departments, 
and in so doing to indicate what may be expected 
in further extension of State Medicine. 
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Out-Patient Department as a Community and 
Medical Profession Partnership 


The out-patient department should represent a 
partnership between the community and the med- 
ical profession by means of which the physician is 
enabled to discharge his traditional obligation to 
care for those who cannot pay for his care more 
adequately and effectively than he can as a pri- 
vate practitioner. 


However, neither the community nor its agency 
the hospital should assume to abrogate the right 
and privilege of the physician to attend an indi- 
gent patient, or of the patient to seek medical 
advice from the private physician. The patient 
should not be eligible to receive care in an out- 
patient clinic, regardless of his financial status, 
without first consulting his physician if he has 
one. In other words, in the partnership between 
the community and the medical profession, 
neither the community nor individuals or agencies 
representing it should abuse the partnership. By 
the same sign, doctors should not take advantage 
of free service for their own profit, nor permit 
careless and indifferent treatment of out-patients 
to brand care in clinics as it has been called, “poor 
service for poor people.” 


Granting then that the purpose of the out-pa- 
tient department of a hospital is to provide med- 
ical service to ambulatory patients unable to pay 
the fees of physicians, and that such service 
should be of a quality equal to that rendered to 
patients able to pay for it; and further that abuse 
of established clinic service either by patients or 
physicians is socially and ethically wrong, what 
are some of the principal points to be considered 
in the organization and management of an out- 
patient department, in order fully to meet the 
standard here outlined? 


The Dispensary Functions Best When Associated 
With a Hospital 


Although there still exist independently organ- 
ized dispensaries, the tendency in recent years has 
been to consolidate these dispensaries with hos- 
pitals, under a unified control. This tendency is 
the result of the now generally held belief that 
the dispensary functions best when associated 
with a hospital. It avoids to a great extent dupli- 
cation of facilities and better coordinates. medical 
service. It is difficult for the independent dispen- 
sary to secure and retain the services of volunteer 
physicians in sufficient number to carry on its 
work. 


If the out-patient department is operated in 
connection with a hospital, it should be an integral 
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part of the institution and under the same control 
and management. The Governing Board of the 
hospital should accept full responsibility for the 
administration and functioning of the out-patient 
department. Under this plan, the executive em- 
ployed by the Board of Trustees would have the 
responsibility for the general administration of 
the out-patient department as one of the duties of 
his position. In the larger hospitals, it is custo- 
mary for the administrator to deputize the actual 
supervision to an executive assistant. The execu- 
tive assistant may be a graduate nurse, a social 
worker, or, perhaps less often a physician. Since 
the out-patient department is commonly staffed 
with volunteer medical practitioners, it is desir- 
able that the executive officer be himself a physi- 
cian. If the department is not of sufficient size 
to require the full time of a physician executive, 
it is preferable, in the opinion of the writer, to 
employ one on a part time basis. Usually a com- 
petent young practitioner with sufficient execu- 
tive ability can be found in a community who will 
be more acceptable to the medical group than a 
lay person. Indeed there are some advantages in 
having someone actually in practice who under- 
stands the problems of the practitioner in relation 
to out-patient service, in charge. 


As the out-patient department from an admin- 
istrative standpoint is integrated with the hos- 
pital, so should its medical service be coordinated 
with that of the wards and laboratories. There 
will be a much greater professional interest if the 
medical staff of the out-patient department has 
access to the hospital wards than when it is 
regarded as merely a medical graveyard. The 
out-patient department affords a valuable training 
field for the young practitioners and offers an 
opportunity for those in authority to estimate 
their capacity for advancement. The chief of any 
service in the hospital should have the same re- 
sponsibility with respect to a corresponding clinic 
in the out-patient department that he has to his 
house service. Further to coordinate the medical 
work of the out-patient department it is well to 
have an advisory committee of the medical staff 
to consult with the administrator and to interpret 
policies and present detailed reports on profes- 
sional service to the executive body of the medical 
staff. Out-patient medical service in reality is a 
type of group practice. 


In addition to the committee of the medical 
staff, it is advisable to have a joint committee 
representing the governing body of the hospital 
and the medical staff, including also the hospital 
administrator, to study various problems as they 
arise and to make recommendations to the Board 
of Trustees respecting policies and measures re- 
lating to the functioning of the out-patient de- 
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partment in all its branches. With such a plan of 









organization of the staff, it is less difficult to 
establish a feeling of individual relationship be- 
tween the doctor and the patient. This personal 
relationship, so essential in good medical service, 
should be preserved as far as possible in organized 
care of the sick. Moreover the patient should not 
be regarded as simply a ward case or as an out- 
patient case. He should be treated wherever he 
can benefit to the greatest degree, and his treat- 
ment should be supervised, if not by the same 
individual, at least by the same group. The out- 
patient department can be thought of both as an 
admitting service to the hospital and as a means 
of following up the treatment received in the 
wards. A unified plan of care for the patient calls 
for a unified system of the records of his care. 
Whether treated as an in-patient or an out-pa- 
tient, a complete record should be available. Such 
a record should contain, besides the essential 
medical data, at least a summary of the social 
history of the patient, if the physician is expected 
to have a complete understanding of the case and 
a basis on which to plan intelligent care. 


The Personnel of the Out-Patient Department 


The working staff of the hospital out-patient 
department such as nurses, social workers, volun- 
teers, and others, should preferably be under the 
direction of the appropriate hospital department 
heads. The clinics of the out-patient department 
ordinarily would correspond to the organized 
services in the hospital, their number variable, 
depending on local conditions and customs. Indi- 
vidual clinics may be divided into any desirable 
number of special clinics. Such special clinics 
probably give better opportunities to staff physi- 
cians interested in limited fields of medicine. They 
may be established or discontinued as seems de- 
sirable to the governing group of the staff, but 
they should always be coordinated, otherwise un- 
desirable specialization is apt to be the result. 


The medical staff of the out-patient department 
should always be conscious of its opportunity to 
prevent as well as to cure disease. If state con- 
trol of medical practice in out-patient departments 
is contrary to the best interests of physicians and 
patients, just as surely is it desirable for the out- 
patient staff to cooperate with Public Health 
authorities in the field where state control is ad- 
mittedly beneficial. Out-patient departments 
under private control furnish invaluable adjuncts 
to the local Health Departments in the control of 
communicable and preventable disease and in 
disseminating information. The venereal disease 
clinics of hospitals, the maternal welfare and 
children’s divisions, are examples of means by 
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which the activity of the Health Officer can be 
greatly extended in any given community. 


Admission of Patients 


The number of patients accepted in an out- 
patient clinic should be no more than the medical 
staff of that clinic can attend without haste and 
confusion. Poor medical service may indeed be 
worse than no medical service at all. To the end 
that the ratio of patients seen to the number of 
physicians available shall be consistent with 
proper care, the appointment system is essential 
in all out-patient departments of any size. 


Eligibility of patients for admission to out- 


patient service is a matter which concerns both 
organized medicine and the community at large. 

- It is the basis for practically all the misunder- 
standing which in some sections has lately burst 
into flame. The remedy is simple and its admin- 
istration is not too difficult. Certainly hospital 
administration insofar as it represents public 
opinion would be short-sighted indeed if it estab- 
lished policies or advocated measures antagonistic 
to the legitimate rights of organized medicine. 
No hospital is justified in fostering unfair com- 
petition with the medical profession. The interest 
and objectives of both are essentially identical, 
and intelligent appreciation of this obvious fact, 
on both sides, cannot fail to result in complete 
agreement. 





Thirty-Eight Successive Christmases. 
in One Hospital 


Mr. Asa §S. Bacon, the oldest hospital adminis- 
trator in point of continuous service with one 
institution in metropolitan hospitals on this con- 
tinent, spent his thirty-eighth consecutive Christ- 
mas with his patients in the Presbyterian Hospital 
of Chicago. He inaugurated this custom of devot- 
ing Christmas Day to visiting with his patients 
in 1900 and it has become an event in the lives of 
the patients. They look forward to it with the 
most pleasant anticipation. The public visiting 
their friends in the hospital on that day see this 
well-loved dean of hospital superintendents going 
from bed to bed through the wards in his hospital, 
conveying his Christmas greetings and bringing 
encouragement and good cheer to all who come to 
his hospital, whether patients, public, or those 
who are employed with him in their ministry to 
the sick. 


For almost forty years, each Christmas Day has 
witnessed new and remarkable developments in 
the science and art of medicine. In the care of 
the sick, great progress has been recorded during 
the period of Mr. Bacon’s activities with the hos- 
pital field. 


More than 300,000 patients have been admitted 
to this hospital since 1900. Mr. Bacon has met 
the majority of these personally. Many of them 
remember him best for his cheerful greetings of 
“Merry Christmas” each Christmas morning. 


ee 


New Group Hospitalization Booklets 


The Committee on Hospital Service has just 
released two companion booklets, “Special Meet- 


58 


ing of Group Hospital Service Plan Executives” 
and “Proceedings of the Group Hospitalization 
Section,” which are the papers presented in At- 
lantic City on Monday and Tuesday, September 13 
and 14, on the subject of hospital care insurance. 


The first booklet includes “Accounting” by 
Sherman D. Meech of Rochester, New York; 
“Actuarial Data” by E. J. Henryson of Washing- 
ton, D. C.; “Statistics” by J. D. Colman of Balti- 
more, and “Nomenclature” by Mr. Meech and 
Miss Kathleen Griffin of Rochester. Three papers 
on legislation are “Legislative Survey” by Ray 
F. McCarthy of St. Louis; “Laws Governing Group 
Hospitalization in New York” by Carl M. Metz- 
ger of Buffalo, and “Laws Governing Group Hos- 
pitalization in California” by J. Philo Nelson of 
Oakland. Mr. Maxwell Hahn, director of Public 
Education of the United Hospital Fund in New 
York, contributes “How Publicity Can Help a 
Hospital Service Plan.” 


The second booklet is a preprint from the 
Proceedings and gives the speeches made at the 
general session of the Group Hospitalization Sec- 
tion on September 14. These speeches are ‘“Re- 
cent Developments in Hospital Care Insurance,” 
by C. Rufus Rorem; “Public Relations Problems 
in Group Hospitalization,” by Perry Addleman 
of Chicago; “Organization of Hospital Service 
Plans,” by Frank Van Dyk of New York; “De- 
pendent Coverage,” by Felix Grisette of North 
Carolina; ‘Enrollment Procedures,” by E. A. van 
Steenwyk of Minnesota, and “Group Hospitaliza- 
tion from the Medical Man’s Point of View,” by 
Carl F. Vohs of St. Louis. 


A copy of these booklets is available to any 
reader of HOSPITALS on request. 
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Present: 
Robert E. Neff, Chairman 
G. Harvey Agnew, M.D. 
Asa S. Bacon 
Rt. Rev. Msgr. M. F. Griffin 
E. Muriel Anscombe, R.N. 
John N. Hatfield 
W. S. Rankin, M.D. 
Henry M. Pollock, M.D. 
Peter D. Ward, M.D. 
Frank J. Walter 
C. G. Parnall, M.D. 


Absent: 
Benjamin W. Black, M.D. 


The meeting was called to order by the Chair- 
man at 10:00 a. m., and the minutes of the meet- 
ings of the Board held in Atlantic City in Sep- 
tember were approved as presented and read. 


The Executive Secretary, in announcing the 
death on November 28 of Miss Anna T. McCann, 
Office Manager, recalled to the Board the many 
years of service which she had devoted to the 
Association. Miss McCann had been in failing 
health for some months, and late in October ex- 
perienced an attack of pneumonia, complicated by 
pleurisy, from which she never recovered. He 
recalled that Miss McCann came into the employ 
of the Association in 1918, and by action of the 
Board of Trustees was made Office Manager of 
the Association in 1924. In this capacity she had 
served nineteen presidents of the Association and 
five executive secretaries. Her service with the 
Association had been distinguished by loyalty 
and efficiency and an unfailing courtesy not only 
to the officers of the Association but to the entire 
membership. She had never taken her vacations 
and had on many occasions devoted her holidays 
and often her Sundays to her work at the Asso- 
ciation headquarters. 


The Executive Secretary suggested that her 
devoted service to the Association and her accom- 
plishments for it during the nineteen years of 
her service might well be recognized by the Board 
of Trustees in granting a substantial honorarium. 


The members of the Board of Trustees were in 
agreement with Dr. Caldwell that suitable recog- 
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nition of Miss McCann’s services should be given, 
and. the Chairman appointed Doctors Rankin, 
Ward, and Caldwell a committee to draw up reso- 
lutions of respect to Miss McCann. 


Mr. Hatfield suggested that a memorial to Miss 
McCann might be considered. 


It was the consensus of opinion that this should 
be borne in mind, and the Chairman appointed 
Doctors Parnall, Agnew, and Caldwell a com- 
mittee to decide upon the form which such a 
memorial to Miss McCann should take. 


Mr. Bacon suggested that in addition to the 
memorial, an honorarium should be voted. 


IT WAS MOVED AND THE MOTION CAR- 
RIED that an honorarium of $1,000 be granted as 
an appreciation of Miss McCann’s services to the 
Association. 


Dr. Agnew stated he thought it was a fine thing 
that the Association had had associated with it a 
person deserving of the tribute Dr. Caldwell had 
paid to Miss McCann, and that it was highly 
commendable on the part of the Executive Secre- 
tary to recognize and make this lasting tribute. 


The Executive Secretary next presented for 
the consideration of the Board a “chart of organ- 
ization” for the Association under the new By- 
Laws. 


IT WAS MOVED AND CARRIED that the 
Executive Secretary furnish a reproduction of the 
chart to each member of the Board of Trustees 
for approval at their next meeting. 


IT WAS MOVED AND CARRIED that Miss 
Evelyn Johnson be appointed Office Manager to 
succeed Miss McCann. 


The Executive Secretary next presented the 
matter of financing the activities of the Joint 
Advisory Committee. 


Mr. Hardgrove stated that the Bureau of In- 
ternal Revenue is at present conducting an exten- 
sive survey of tax-exempted organizations, and 
he advised that every precaution be taken to 
maintain the financing of the Joint Committee 
activities independently of the collection of the 
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income of the Association. One particular ques- 
tion raised by the Bureau of Internal Revenue 
is whether or not tax-exempted organizations are 
engaged in any type of legislative activity. 


It was agreed that the work of the Joint Com- 
mittee was very important and should be con- 
tinued. 


Mr. Neff reported that two meetings of the 
Committee on Coordination of Association Activ- 
ities had been held—one on October 24 and one 
on December 10—regarding the division of Coun- 
cil activities. The Committees and Sections are 
assigned and preliminary plans have been made 
to get under way. The Councils have been active 
and are inaugurating their programs for the year. 


He presented a group of six recommendations 
which the Coordinating Committee wished to 
make to the Board of Trustees: 


1 The recommendation that representatives 
of the American Hospital Association include the 
President of the American Hospital Association, 
the Secretary of the Joint Committee, and that 
further appointments as may be desired were to 
be made from the Council on Government Re- 
lations. 


IT WAS MOVED AND CARRIED that this 
recommendation be adopted. 


2 Recommendation that relations with the In- 
ternational Hospital Association be continued 
through a committee appointed by the Trustees, 
it being understood that the Committee on Co- 
ordination of Activities be advisory to the com- 
mittee the Trustees may appoint. It was sug- 
gested that this committee not exceed three 
members. 


IT WAS MOVED AND CARRIED that Doc- 
tors MacEachern, Agnew, and Buerki continue 
as the Committee on International Hospital Re- 
lations. 


3 Recommendation that the Trustees appoint 
as the Membership Committee the six members 
of the Council on Association Development, it be- 
ing suggested by Mr. Mannix, chairman of the 
Council, that Mr. Asa Bacon continue the mem- 
bership activities which he has carried on for a 
number of years, as chairman of the Committee. 


IT WAS MOVED AND CARRIED that this 
recommendation be adopted. 


4 Recommendation that the activities of the 
Joint Committee on Labor Relations, in case it 
is continued by the Trustees, shall clear through 
the Council on Administrative Practice. 


IT WAS MOVED AND SECONDED that Rec- 
ommendation No. 4 be adopted. 
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5 Recommendation that a letter be sent to 
the Deans of the Medical Schools suggesting that 
in the senior year lectures be given by hospital 
administrators so that the under-graduate might 
become acquainted with hospital problems as well 
as medical problems. 


IT WAS MOVED AND SECONDED that this 
recommendation be adopted, and the Chairman 
advised that a suggested letter has been outlined 
and will be submitted through the Council on 
Professional Practice, if acceptable to the Board 
of Trustees. 


Discussion ensued as to the desirable method of 
placing this letter before the deans of medical 
schools, and whether the method of this release 
might not be considered as a precedent in this 
transitional stage of Association development; 
that is, should the Councils place these matters be- 
fore membership or should they be handled 
through the Executive Secretary and the Board 
of Trustees? 


It was agreed that the new By-Laws are clear 
in their intention that all recommendations are 
to have the approval of the Board of Trustees be- 
fore being passed on to the membership, and that 
the Council chairmen are cognizant of these pro- 
visions. 


IT WAS MOVED AND SECONDED THAT 
the letter in question be sent by the Council on 
Professional Practice. 


6 Recommendation for a model set of By- 
Laws in conformity with the new American Hos- 
pital Association By-Laws, which could be dis- 
tributed to the state associations for consideration 
at their respective regional meetings for the com- 
ing year. 


The Chairman announced that Mr. John R. 
Mannix, chairman of the Council on Associated 
Development awaited their pleasure and would 
present the proposed By-Laws for state and 
regional associations. 


In presenting for the consideration of the 
Board a model set of By-Laws for state and pro- 
vincial organizations, Mr. Mannix pointed out 
that the model By-Laws were patterned after 
those of the national association, in the belief 
that joint affiliation between state and regional 
organizations and the national association could 
more readily be accomplished and with greater 
benefits to the state organization if such a model 
could be approved by the Board for release. 


Mr. Mannix stated that in presenting the out- 
line of By-Laws for state or provincial associa- 
tions, the Council on Association Development 
wished to avoid any appearance of attempting to 
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dictate the plan of organization of such associa- 
tions. 


It was agreed that while the Council, with the 
approval of the Board of Trustees, might make 
suggestions to state and provincial organizations 
for a model set of By-Laws, it had no power to 
enforce their adoption; such adoption or rejec- 
tion being at the option of the state and regional 
associations. 


It was recognized that the newly adopted By- 
Laws of the American Hospital Association pro- 
vided in the prescribed manner for representa- 
tion of states which had no state hospital asso- 
ciations, and for those states which did not choose 
to affiliate with the American Hospital Associa- 
tion on a joint basis: That election of Delegates 
to the American Hospital Association be by vote 
of members of the American Hospital Association 
residing within the state. 


The Executive Secretary advised that for ad- 
ministrative purposes it was essential the para- 
graph dealing with collection of dues be clearly 
defined, and a definite rule of procedure estab- 
lished. 


Dr. Agnew suggested that in approving these 
By-Laws, the Board of Trustees might make the 
suggestion to the Council on Association Devel- 
opment that two courses of action are open to it: 
One is to furnish all original inquirers with a 
more simple and more brief outline—incorporat- 
ing only the preamble and not giving details, but 
rather suggesting that the state or provincial or- 
ganization bring its By-Laws into conformity 
with the suggested By-Laws, and pointing out 
critical points for correction. A general state- 
ment could be issued that dues would have to be 
sufficient in amount to cover both state and na- 
tional association dues. Then, if these states were 
interested, the Council could issue a guide at the 
request of the state or provincial associations; in 
other words, handle future requests in much the 
same manner as .the thirteen original requests 
have been handled. 


Provision should be made in the model By-Laws 
that a hospital which has been accepted for mem- 
bership in the American Hospital Association 
would be automatically accepted in the state asso- 
ciation. The solution of the problem is that the 
same standards of membership should exist for 
both the national organization and state and 
provincial associations. 


IT WAS MOVED AND CARRIED that the 
Board of Trustees approve in principle the rec- 
ommended By-Laws for state and provincial asso- 
ciations. 
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It was agreed that Mr. Mannix send a copy of 
the proposed By-Laws to each member of the 
Board of Trustees for a mail ballot, after which 
it could be placed in form for early distribution 
to the thirteen inquiring state and regional asso- 
ciations, and any additional inquiries which may 
be received. 


The Executive Secretary advised the Board 
that it was customary for the Association to ar- 
range a group of meetings in Chicago for state 
association officers at the time of the American 
Medical Association Council meetings in Febru- 
ary, and requested the pleasure of the Board re- 
garding the meetings for 1938. 


IT WAS MOVED AND SECONDED that the 
following schedule be followed: 


Council on Coordinated Activities to meet Sat- 
urday and Sunday, February 12 and 13 

Board of Trustees, Monday, February 14 

Dinner of the Trustees to visiting state asso- 
ciation officers, Monday evening, February 14 

Meeting of Seeretaries of State associations, 
Monday, February 14 

General conference of all state association of- 
ficers, especiaily in reference to legislative 
matters, Tuesday, February 15 


The Executive Secretary next presented for the 
approval of the Board of Trustees the operating 
budget for the fiscal year January 1 to December 
31, 1938. 


Special consideration was given to extra-bud- 
getary items, as follows: 


1 Financing of Joint Advisory Committee. 


2 Request for a grant for the activities of the 
Committee on the Costs of Nursing Service. 


IT WAS MOVED AND SECONDED that the 
Council be authorized to solicit funds up to $1,000 
to carry on this program; that the Association 
underwrite this amount of $1,000 and be reim- 
bursed by the Council to the amount of any funds 
which might be secured through such solicitation. 


IT WAS MOVED AND SECONDED that the 
item of $10,000 as a lump sum appropriation for 
Council activities be approved. 


IT WAS MOVED AND CARRIED that the 
budget for operation of the Association for the 
fiscal year January 1 to December 31, inclusive, 
1938, in the sum of $121,396.94, be approved as 
presented. 


The Executive Secretary advised that a report 
had been sent to each member of the Board of 
Trustees on the inspection made of St. Paul, Kan- 
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sas City, and Dallas as possible convention cities 
for 1938. 


IT WAS MOVED AND CARRIED that the 
next convention of the American Hospital Asso- 
ciation be held in Dallas, Texas, and that the dates 
be the week of October 3, with alternative dates 
the week of September 26 in the event the week 
of October 3 was not available. 


The Executive Secretary then read the follow- 
ing resolutions to the Board of Trustees, as pre- 
sented by the Executive Committee of the Hos- 
pital Exhibitors’ Association: 


Resolution No. 1 


“The Hospital Exhibitors’ Association, having 
just heard of the death of Miss Anna T. McCann, 
so long a faithful employee of the American Hos- 
pital Association, and as such so well known to 
individual members of our Association, desires to 
express to the officers and trustees of the Ameri- 
can Hospital Association our deepest sympathy 
in your loss of a beloved employee, a faithful 
friend and respected associate. 


Resolution No. 2 


“Having given full consideration to the ques- 
tion of the $50.00 admission fee for representa- 
tives of non-exhibiting firms, we believe that this 
admission fee should be continued. This question 
was submitted to our membership and the results 
show that the desire to continue this ruling was 
almost unanimous, only five exhibitors objecting. 


“However, to show our appreciation to the 
American Hospital Association for their coopera- 
tion in trying out this plan, and to further co- 
operate with the American Hospital Association 
in the maintenance of your Convention on the 
highest ethical plane; and further, to spare the 
American Hospital Association any possibility of 
embarrassment through the necessity of policing 
this plan and rendering judgment, the Hospital 
Exhibitors’ Association proposes (as explained in 
detail to your Secretary) to relieve the American 
Hospital Association of this responsibility by un- 
dertaking the issuance of all badges to exhibiting 
firms and their agents. 


Resolution No. 3 


“It has been brought to the attention of the 
Hospital Exhibitors’ Association that the down 
payment fee of 25 per cent is rather high and 
imposes a hardship on some of the smaller ex- 
hibitors. We therefore request that, if possible, 
this down payment be reduced to 15 per cent. 
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Resolution No. 4 


“The Hospital Exhibitors’ Association, having 
considered the reports on the three proposed con- 
vention cities for 1938, do not feel that any one 
of these cities is ideal for the American Hospital 
Association Convention. However, realizing the 
obligation which the American Hospital Associa- 
tion has towards its membership, we do not offer 
any objection to any one of the three cities, but 
of the three, we believe that Dallas in preferable 
in view of the possibility of labor difficulties in 
both St. Paul and Kansas City. 


Resolution No. 5 


“The Hospital Exhibitors’ Association desire to 
place on record their appreciation of the consider- 
ation shown them by the Trustees of the Amer- 
ican Hospital Association in connection with the 
discussion of the address made by a representa- 
tive of the Hospital Bureau of Standards and 
Supplies at the last Convention, and thank them 
for the assurance given our officers that similar 
addresses will not again find a place on the pro- 
gram of the American Hospital Association. We 
have no quarrel whatever with the principle in- 
volved, but believe such concerns should be placed 
on the same basis as any other commercial ex- 
hibitor. 

“HOSPITAL EXHIBITORS’ ASSOCIATION 

(Signed) F. L. Marvin, Secy.-Treas.” 

Chicago, Illinois, 

December 4, 1937. 


The Executive Secretary advised that Mr. A. E. 
Hardgrove, Assistant Secretary, had recently in- 
formed him of his wish to resign from the admin- 
istrative staff of the Association, and asked that 
some agreement be reached regarding date of 
resignation, in order that provision might be made 
for suitably carrying on the work which had been 
under Mr. Hardgrove’s direction. 


IT WAS MOVED AND CARRIED that the 
Board accept Mr. Hardgrove’s resignation, effec- 
tive April 1, with an additional month’s salary to 
be paid in lieu of his vacation for the present 
service year. 


IT WAS MOVED AND CARRIED that the 
committee advisory to Dr. Caldwell in the selec- 
tion of a successor to Mr. Hardgrove be the Presi- 
dent and the two past presidents of the Associa- 
tion now members of the Board of Trustees. 


Dr. Caldwell next presented a brief that had 
been forwarded to the Commissioner of Immigra- 
tion in Washington, requesting liberal application 
of governmental regulations applying to the ad- 
mission of nurses from Canada and other coun- 
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tries who enter the United States for employment 
in hospitals. The brief was approved. 


The Board discussed the proposed plan for study 
of wages and labor conditions among hospital 
employees, and action was postponed until the 
next meeting of the Board. 


Dr. Agnew reported on the facilities available 
in Toronto, Canada, for holding the 1939 Conven- 
tion of the Association, and advised that Dr. Wil- 
liam Caldwell would be made available by the 
Canadian Red Cross to act as chairman of the 
Local Arrangements Committee. 


Dr. Agnew informed the Board of Mr. Sydney 
Lamb’s resignation as Secretary of the Interna- 
tional Hospital Association, and advised that a 
capable successor had been appointed, so that 
plans for the International meeting in 1939 would 
not be disturbed. 


Possible dates for holding the 1939 Convention 
were considered, and it was felt that the last week 
in September would be desirable—the Interna- 
tional Hospital Association meeting the week prior 
to that—convening on Tuesday, September [9, 
through to the end of the week, to be followed by 
the Conventions of the American Hospital Asso- 
ciation and affiliated organizations. 


Dr. Agnew advised that while it was generally 
conceded the 1939 Convention would be held in 
Toronto, definite action had not been taken by 
the Board of Trustees, and he thought it desir- 
able that this be done in order that the Toronto 
authorities might proceed with their plans for 
entertaining the Convention. 


IT WAS MOVED AND CARRIED that the 
Convention of the American Hospital Association 
be held in Toronto in 1939. The Board approved 
the suggested dates—i.e., September 19 for the 
meeting of the International Hospital Association 
and September 26 for the Convention of the Amer- 
ican Hospital Association. 


Dr. Caldwell next reported for the secretary of 
the Joint Advisory Committee on the poll of hos- 
pitals on the Social Security provisions, and it was 
agreed that this information should be summar- 





ized and published in the forthcoming issue of 
Hospitals. 


The subject of collection and division of joint 
membership dues was reopened, and it was de- 
cided to refer the matter back to Mr. Mannix and 
his Council on Association Development for fur- 
ther study from a practical as well as a legal 
standpoint. 


IT WAS MOVED AND CARRIED that further 
action to determine the policy to be followed in 
the distribution of membership fees with state 
and regional associations submitting proposals 
for distribution of such fees be deferred until 
the report of the Council on Association Develop- 
ment had been received. 


The President appointed the following Commit- 
tee in charge of the Institute for Hospital Admin- 
istrators to be conducted at the University of Chi- 
cago in September in 1938: 

Malcolm T. MacEachern, M.D., Chairman, 
American College of Surgeons, Chicago, Illinois 

Asa S. Bacon, Presbyterian Hospital, Chicago, 
Illinois 

Mabel W. Binner, R.N., Children’s Memorial 
Hospital, Chicago, Illinois 

Bert W. Caldwell, M.D., American Hospital 
Association, Chicago, Illinois 

Fred G. Carter, M.D., Christ Hospital, Cincin- 
nati, Ohio 

Gerhard Hartman, American College of Hos- 
pital Administrators, Chicago, Illinois 

Ada Belle McCleery, R.N., Evanston Hospital, 
Evanston, Illinois 


L. C. VonderHeidt, West Suburban Hospital, 
Oak Park, Illinois 


William H. Walsh, M.D., 612 North Michigan 
Avenue, Chicago, Illinois 


The Board adjourned to meet Monday, Febru- 
ary 14, at the headquarters of the Association, 
18 East Division Street, Chicago, Illinois. 


Respectfully submitted, 
Bert W. Caldwell, M.D., 
Executive Secretary 





Announcing 
Fortieth Annual Convention 


American Hospital Association 
Dallas, Texas, September 26-30, 1938 


January, 1938 








2s 
PTS SI 
ma 


ne 


ONS 
a 


PASI 


veg 


lar, 


‘ 
aN 


SAS 


f, 


aptaste 
AN 
) 


‘ipa 


LASS 
oN 


4, 
a 
Q 


SIE 


lap wt 
IN 
u 


SLL 


S 
A 


‘ 


tise t 


val 
ul 


exons 
‘ew: 


OF Dn 
SL BAS 


peo nema pe 
11 WAS EAS 


4, Varta 


RE EE ORE AE EL SCG 
BST WAST 1 GAS 1 IAS Tole 


1B ROM POEM Corer Ranend 
FT ASSL SILT ST 1 SD 


ve, 


EARN EL OREM BORE EM, 
OS NN ee 


var, 


RO a PAR ae 
INES AERSS 


EDITORIAL COUNCIL 


BERT W. CALDWELL, M.D., 
Editor 


G. HARVEY AGNEW, M_D., 


Secy., Department of Hospital Service, 
Canadian Medical Association, 
Torento, Ont., Canada. 


W. L. BABCOCK, M.D., 


Treasurer, Grace Hospital, 
Detroit, Michigan. 


ASA S. BACON, 


Superintendent, Presbyterian Hospital, 
Chicago, Illinois. 


CAROLYN E. DAVIS, 


Seattle, Washington 


NATHANIEL W. FAXON, M_D., 
Director, Massachusetts General Hospital, 


Boston, Massachusetts 


S. R. D. HEWITT, M.B., 


Superintendent, St. John General Hospital, 
St. John. N. B., Canada. 


¥ 


ROBERT JOLLY, 


Superintendent, Memorial Hospital, 
Houston, Texas. 


WALTER E. LIST, M.D., 


Superintendent, Jewish Hospital, 
Cincinnati, Ohio. 


MALCOLM T. MacEACHERN, M.D. 


Associate Director, 
American College of Surgeons, 
Chicago, Illinois. 


CHRISTOPHER G. PARNALL, M_D., 


Medical Director, Rochester General Hospital, 
Rochester, New York 


WINFORD H. SMITH, M_D., 


Director, Johns Hopkins Hospital, 
Baltimore, Maryland. 


WILLIAM H. WALSH, M_D., 


Hospital Consultant, 
Chicago, Illinois. 


FREDERIC A. WASHBURN, M_D., 


Director, Cambridge Hospital, 
Cambridge, Massachusetts 


ityye RY 
RLUNALUR 


044 HARASS Re 
Nee LE aL as We 
Wye JBI LT JOU 


VALOR 


a 


"4% 
We 
“h 


LOSALUNBLUR 


oe a 


HOSPITALS 


Pa 


Kye: 
NIZA 
FNS 


LUST 


now 
ss 


(Bas 


NIZ4 


IR 


a 
oe 


BLUSE 


We 
Js 


N 


ai 


45 


LO 


PUY 


iy 
We 
ee 2 


LU 


We 
$4 


+4 


i We 
We 


UU 


ny 
BASS. 
Janes 


| 
is 








January, 1938 





Anna ©. HicCann 


Sn announcing the death of Miss McCann, we recall that she gave almost 
twenty pears of her life’s twork to the American Hospital Association. 


She came to us in Poctor Warner’s time. Ghe lived with the Association 
through all its development and growth; through its depressions and through its 
periods of comparative prosperity. The increasing influence and success of the 
Association has been due to her, more than to anp other person connected with the 
headquarter’s staff, 


All that twas fine in the personnel of the staff, all the courtesy, all the considera- 
tion tohich bisitors to headquarters received, the nice attentions which each succeeding 
President, and Board of Trustees and their official groups enjoped, all were of Miss 
MeCann’s making. Ber lopality and devotion to the interests of the Association were 
noticed and appreciated by all of the members who were in the least acquainted with the 
Association’s work. , 


She was the friend, confident, and counsellor of twenty Presidents, -- Warner, 
Howland, Baldwin, ©’ Hanlon, Bacon, MacEachern, Gilmore, Bachmeper; Broderick, 
Doane, Burlingham, Parnall, Sexton, Fesler, Stephens, Faxon, Jolly, Buerki, 
Munger, and Neff. DBbhe served lopally and faithfullp five Executive Secretaries, 
Howell Wright, Warner, Ransom, Walsh, and Caldtwell. 


It has been said of her: “She was intelligent, wise, tireless, and efficient. She 
devoted these qualities to the interests of the Association, to which she herself was 
Devoted. Hbhe was always readp to respond to anp of the manp demands upon her time 
or effort, and though she map habe been wearp or worried, as she often must habe been, 
there were no signs of it and ber response was affable, courteous and satisfping.”’ 


She had for manp pears done more than one of her physical strength should habe 
attempted to do. She worked in season and out, ober hours, and frequently on her 
HSundaps and holidays when the work in the office became heabp and urgent. In ten 
pears she had never taken a bacation and was absent from the office onlp on short holi- 
Daps and week-ends tohen she would bisit her home and familp in Cleveland. 


But aside from her official work, she was a charming ladp socially, a gentlewoman 
always. Her charities, of which no one knew other than herself, were extensive and she 
gabe of her time and monep to those who were less fortunate. 


Miss McCann had been in failing health for the past two pears or more. Home 
five weeks before her death, she suffered an attack of pneumonia which became compli- 
cated with pleurisp and this superimposed upon a chronic ailment forced her to take to 
her bed tohich she never left. She died in her home in Chicago just after Thanksgiving 
Day, and was buried with those of her familp toho had gone before her in her childhood 
home, Doungstown, Ohio. 


“And so Greatheart crossed over and all the angels were waiting to welcome her 
on the other shore.” 












EDITORIALS 


1937-1938 


In reviewing the year which is closing, hospitals 
feel a greater sense of satisfaction than of dis- 
content. They have given a more efficient service 
to a larger number of people than in any year in 


history. They have attracted a greater apprecia-— 


tion of the public service they are rendering. They 
have enjoyed a growing confidence of their com- 
munities in their work and worth. 


The past year has brought a wider field of ac- 
tivity to hospitals, an increasing sense of respon- 
sibility for providing the highest type of profes- 
sional service in their wards, in their out-patient 
departments, and in the home care of their pa- 
tients. They have changed their traditional atti- 
tude of isolation from other community welfare 
activities, to an active, vital interest in every good 
purpose that is related to the care of the sick. 
Above all, our hospitals invite the participation of 
their people in building an efficient and permanent 
program for the care of the patient. Hospitaliza- 
tion has taken on a new meaning, and a better 
understanding on the part of patient and public 
during the past year. 


Hospitals, never selfish in the discharge of their 
obligations, nor egoistic in providing the best of 
patient care, have become more altruistic during 
1937. They have planned, through group service 
organizations, a wider distribution of hospital 
care, for that large deserving class of our people 
in lower income brackets at a cost easily within 
their financial limitations. It is the finest com- 
mentary upon the universality of hospital care, 
that more than one million of our people have be- 
come participants in hospital service plans dur- 
ing 1937. 


And the progress in the science and art of 
medicine did not lag during the twelve months 
past. New medical discoveries, both in diagnosis 
and treatment, new methods of restoring health 
to the hospital patient, in a safer, speedier and 
more permanent way, have been the best gifts 
that 1937 has brought to our hospitals. 


And while the costs of hospital operation have 
materially increased, the revenues have grown in 
earnings for patients’ care, benefactions from an 
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appreciative public, and a more general reimburse- 
ment for service rendered to wards of the gov- 
ernment. 


The new year presents no large difficulties to 
disturb our hospitals. In their operation, thrift, 
industry, economy, and honesty must guide, just 
as these cardinal virtues direct the life of the in- 
dividual who succeeds. The same problems may 
confront us as in the year past, but they will be 
less hazardous and easier of solution. The re- 
sources of the institution should be safeguarded 
and increased. The assets of our hospitals, the 
most important of which are good professional 
service, good administration, and the dollar in- 
come, must be conserved, not dissipated, nor in 
any way impaired. Budgets must be balanced, ex- 
travagance avoided, and no new indebtedness 
incurred that cannot be conveniently discharged 
when due. 


Salaries and wages will probably be increased, 
supply and equipment costs may be reduced and 
the increase in the one may well balance decrease 
in the other. New hospitals will be constructed; 
many of the older institutions will be rehabilitated 
and modernized. Hospital service will be increased 
and better distributed in 1938. 


The new year will bring security, happiness, 
and prosperity to hospital administrators and 
those who are associated with them in the opera- 
tion of our hospitals., It will bring confidence to 
our patients with new hopes in anticipation of 
their health restored, a new faith in their hospital 
and their physician. 


The past year has been very good to our hos- 
pitals and we would be glad to have it linger with 
us, but as we bid the old year a reluctant good-by, 
we welcome the new most heartily, secure in our 
faith that it will bring to our hospitals, with their 
new resolves, an abiding faith, in the fitness of 
things, and peace, happiness, and prosperity in 
abundance. 


Are You Squandering Nurse 
Energy? 


Amazing advances in hospital procedure have 
been made during the past generation. Efficiency 
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has been written in capital letters over practi- 
cally every clinical, service, and administrative 
department. The atmosphere of precision and 
of teamwork, so essentially associated with the 
operating suite, has now pervaded the entire in- 


stitution. What noticeable gaps still remain? 


A keen observer cannot help but notice that 
the nurses in the average hospital waste a sur- 
prising amount of energy in doing their daily 
tasks. Needless steps are necessitated by faulty 
location of utility rooms, diet kitchens, and other 
service arrangements. Sometimes an inefficient 
or unnecessarily cumbersome routine, as in food 
service, in laundry collection, in record filing or 
in inter-ward communication causes needless ag- 
gregate mileage to the nurses. The nursery may 
be badly located; unnecessary stair climbing may 
be demanded many times a day. Linen stores 
may be so arranged that there is a saving on 
sheets at the expense of shoe leather. In con- 
sidering the efficiency and economy of central 
supply services for clinical trays and other equip- 
ment, due consideration must be given to the 
factors of nurses’ time and euergy. What about 
your signal system? Is it really adequate for 
the increased demands of your hospital? Is 
your telephone system so slow that the nurse 
would rather go herself than wait for a response? 


Nor must we forget the little details. Some- 


times the shelving is so high that the nurse must 
be a virtual porch climber to reach the top 


shelves. Or shortage of space may require stor- 
age at floor level; physiologically, stooping may 
be excellent for the functioning of the nurse’s 
biliary tract, but it is hard on white uniforms 
and stockings. A drawer may stick and give 
constant irritation for twenty years, yet five min- 
utes with a plane might have corrected the diffi- 
culty. All too often work tables, hoppers, and 
sinks are at a back-breaking low level; stools 
may be too high. The lighting in many hospi- 
tals, particularly where charting or other writ- 
ing is done, is frequently bad, not only with re- 
spect to foot-candles but concerning location as 
well. Obviously nurses were never consulted in 
the planning of many of these details. 


There should be consideration also of the 
nurses’ health in general. Is the nurses’ station 
a comparatively dark, unventilated corner or is 
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it bright and airy? In some hospitals the real 
reason for hasty charting is the cold draught on 
the nurse’s feet when she is at the charting desk. 
Many nurses, particularly graduates, suffer 
from ill-fitting shoes. In many residences the 
rooms are noisy and frequently the night nurses 
get insufficient rest. Improperly adjusted tem- 
perature and humidity cause much discomfort 
and frequently illness. 


Not all hospitals have overlooked these details, 
many have made every effort to correct them, for 
they realize that unnecessary fatigue is costly. 
No hospital can be considered truly efficient until 
it will have made every reasonable effort to avoid 
the unessential expenditure of energy by its 
nurses and other personnel. G. H. A. 


a 


Dallas—1938 


The Board of Trustees, at their meeting on 
December 11, selected Dallas, Texas, as the city 
in which the Fortieth Annual Convention of the 
American Hospital Association will be held, and 
September 26 to 30, inclusive, as the dates. 


There are few places in the United States that 
present more attractions to the convention visitor 
than Dallas. It is the metropolis of the south- 
west, the trade center of one of the most thriving 
and interesting areas in the United States. 


Its transportation facilities are unsurpassed 
except by a few of the large metropolitan centers. 
Railway trunk lines, with through train connec- 
tions with every part of the United States and 
Mexico, center in Dallas. 


It is within overnight travel of one-third of the 
hospitals of this country, within twenty-four 
hours’ travel of one-half of our hospitals and 
within forty-eight hours’ travel of ninety per cent 
of the hospitals of the United States and Canada. 


Air line routes from all metropolitan centers 
reach Dallas. Ten hours’ flying time to New 
York, five to Chicago, four to St. Louis and Kan- 
sas City, and five to New Orleans. 

Paved highways covering some of the most 
scenic routes in the West and Middle West con- 
verge in Dallas. 


The hotels are large, modern, and reasonable 


67 









The Convention Hall, but seven to nine 
minutes from the hotels, via bus or taxi and 
twelve minutes by street car, is commodious, well 
arranged, and convenient. 


But the chief charm of Dallas and the whole 
State of Texas is its genuine hospitality. No place 
on this continent typifies the Western hospitality 
that is as much the part of Dallas as its homes, 


its hotels, and hospitals. 


in rates. 


For the fifth time in its forty years’ history 
the Association will cross the Mississippi to hold 
its National Convention and for the first time it 
goes to the Southwest, to the center of an empire 
that comprises one-third the area of the United 
States and one-fifth of its population and has 
within its limits one-third of the hospitals on the 
continent. 


Meeting in Dallas during Convention week and 
the week preceding are the American Protestant 


Hospital Association, the American Association 
of Occupational Therapy, the American College 
of Hospital Administrators and the Association 
of Nurse Anaesthetists. 


Personality 


Hospital administrators have a certain individ- 
uality, and while many have an extensive educa- 
tion and training they may lack an engaging 
personality. 


Personality, if properly developed, will be a 
force for pushing to a satisfactory conclusion 
many of those problems which seem to be disturb- 
ing at the time and the solution of which we have 
an inclination to transfer to others. 


A large percentage of the people with whom 
you come in contact, including employees, pa- 
tients, and their families, need your advice and 
help and no one can give it so well as the hospital 
administrator who has developed that priceless 
personality that inspires confidence and trust. 


A pleasing personality is best developed by fre- 
quent personal contacts with your associates in 
the hospital field, with your patients, and with 
the public interested in your hospital. 


An effective personality, which every hospital 
administrator should have, requires a variety of 
skills leading out into the community in many 
directions in the field of service to humanity. 
Most important of all is the specialized skill in 
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administering your own hospital so that your per- 
sonality which permeates the whole institution 


_ will have an individual atmosphere which will be 


felt by all, and your hospital will be the more suc- 
cessful for it. 


Your hospital is being continually scrutinized 
for kindly service as well as for its equipment to 
promote and carry on modern medicine, surgery, 
and nursing. Never before has the individuality, 
the personality of your hospital stood out in the 
public eye as it does today. 
A. 8. B. 


—_—@——— 


Ethics in Solicitation of Gifts 


Hospitals in asking for contributions for sup- 
port, at times place the prospective donor in a 
difficult situation. This is particularly the case 
when hospitals solicit the manufacturer and 
dealer from whom they purchase supplies. Aside 
from the consideration of good taste, the hospital 
making the request, places both the firm solicited 
and itself in an unenviable position. The firm 
solicited may feel, and perhaps does feel, that 
unless they make the contribution they will lose 
that hospital’s business. The hospital’s request 
to them conveys a definite sense of obligation to 
contribute. The pleasant business relations which 
have been maintained over the years to the mutual 
advantage of both may be seriously jeopardized. 


The appeals for contributions, while frequently 
general in character, are often specific as to the 
amount the firm is expected to contribute; an 
amount out of proportion to the volume of busi- 
ness the hospital gives to the firm solicited. Oc- 
casionally the purchase of equipment and supplies 
is made conditional upon a substantial donation. 
The spirit of giving is taken away, and in its 
place is substituted a sordid consideration for the 
hospital’s patronage. 


Contributions of this sort must be added to the 
cost of doing business, and is directly reflected in 
an increased price for equipment and commodi- 
ties. In the long run both the firm and the hos- 
pital are losers. 


The question of business ethics is involved. The 
firm cannot in good faith subsidize the hospital 
in payment for orders it receives; the hospital 
cannot purchase advantageously from a firm 
which pays it in order to secure its business. 
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Minutes of Meeting of Committee on Coordination 
of Association Activities of the American 






Hospital Association 


December 10, 1937 


MEETING of the Committee on Coordina- 
tion of Association Activities was held on 


Friday, December 10, in the Board Room . 


of the American Hospital Association headquar- 
ters. The meeting was called to order by the 
chairman at 10 a. m. 


Present: Mr. Robert E. Neff, Chairman; Dr. 
R. C. Buerki, Dr. Michael M. Davis, Dr. B. C. 
MacLean, Dr. Claude W. Munger, Mr. John 
Mannix, Dr. D. C. Smelzer. 


Minutes 


The minutes of the previous meeting were 
approved. 


Report On the Progress of the Study of the Joint 
Committee On the Cost of Nursing Service 
and Nursing Education 


Dr. Munger read a report on the above subject. 
Approximately $2,000 will be needed to carry on 
this work for the coming year. The Committee 
on Research in Medical Economics has guaranteed 
$600 for this study, contingent upon the rest of 
the amount first being raised by the Association. 
The financing of this work is not included in the 
Council budget. It has been placed in the Asso- 
ciation budget without an amount being assigned 
for it. It was suggested that the Council on 
Administrative Practice might try to help raise 
the money. It was thought that if each interested 
member would appeal to individuals, it would be 
better than to ask hospitals to contribute. Solici- 
tation of hospitals for raising money would have 
to be taken up with the trustees. 


It was moved and carried that it is the sense of 
this group that the trustees be asked to under- 
write this: $1400 item, and the approval of the 
trustees be asked for the Council on Administra- 
tive Practice to contact a limited list of hospitals 
for direct contributions for this work in the hepe 
that the entire $1400 can be raised by this method. 
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Model By-Laws For State and Provincial 
Associations 


Mr. Mannix presented the Proposed By-Laws. 
He stated that he has had requests from thirteen 
states for a document of this type. It was moved 
and carried that the outline of by-laws be ap- 
proved by this group and submitted to the trustees 
for their approval before sending out to state and 
district groups. This should be done as soon as 
possible. 


It was moved and carried that Mr. Mannix 
should appear before the Board of Trustees on 
December 11, to answer questions regarding the 
proposed by-laws. 


It was moved and carried that the model set 
of by-laws should be sent to the thirteen states 
which have requested them, and a letter accom- 
pany them stating that at the time of their annual 
meeting the President or Secretary will be glad to 
meet with them to answer any questions; further, 
that a letter be sent with the outline to the other 
states, suggesting to them that certain types of 
membership, officers, dues, etc., be followed. The 
initiative should come from the state and pro- 
vincial associations. 


Further Consideration of the Assignment of the 
Committee On Hospital Councils and Report 
from Mrs. Bachmeyer 


The chairman called upon Mrs. Bachmeyer, as 
chairman of the Committee on Hospital Councils, 
to state her views. Mrs. Bachmeyer stated that 
other members of her committee are Dr. Michael 
M. Davis, ex-officio; Dr. W. Frank Walker of the 
Commonwealth Fund, Mr. Ralph Blanchard and 
Mr. Bradley Buell of Community Chests & Coun- 
cils, Dr. Joseph C. Doane. Mrs. Bachmeyer said 
the subject of hospital councils has been ap- 
proached from the community standpoint, as the 
make-up of the committee indicates. The prog- 
ress that has been made to date has been in a 
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measure due to these representatives who are 
not distinctively in the hospital field. It is under- 
stood, of course, that hospital superintendents 
and trustees are foundation stones in any hospital 
council movement. The hospitals, however, are 
so involved with the community agencies that, in 
Mrs. Bachmeyer’s opinion, any movement for 
council organization will have to be considered on 
a broad basis of community representation. The 
fact that community chests and funds are sub- 
sidizing or financially aiding many of the private 
hospitals bears out this statement. With the 
growing trends toward public support of hos- 
pitals, representatives of public welfare groups 
are an important part of hospital councils. In 
every hospital council there should be a chance 
for the superintendents to meet together to dis- 
cuss their problems without the community 
aspects. 


One of the major efforts that was planned for 
the coming year was the gathering of informa- 
tion from actual visits on two very important 
points—one, the interrelation of hospital councils 
with other community agencies such as com- 
munity funds and social agencies; two, the points 
in organizations in communities having two, 
three, and four hospitals—small communities 
without a great deal of community effort such as 
is known in the larger cities. Cities with a small 
number of hospitals predominate in the hospital 
field. . 


Mrs. Bachmeyer stated that she would like to 
go on with this program, and probably in the 
course of a year or a little less she would be able 
to say just what place this committee should have 
in the council. However, it would be difficult to 
go to her group and say that there is going to be 
a new approach to the subject of hospital coun- 
cils. She doubts very much if the interest of 
Community Chests & Councils, the welfare 
groups, etc., could be retained if this were done. 


Dr. Davis stated that he and Mr. Mannix had 
exchanged correspondence, and both had agreed 
that the work is essential and should be continued, 
and that Mrs. Bachmeyer is the one to carry it on. 
However, when members of the Council on Public 
Education were appointed, some of the members 
were considered in connection with this work, i.e., 
Dr. Rankin because of his interest in the small 
communities, and Miss Brown who is in a small 
hospital. 


Mr. Mannix stated that he felt there are a great 
many sides to the question. He believes hospital 
councils have equally important duties along the 
lines of developing standard administrative prac- 
tice and good professional practice, a good hos- 


70 





pital plan for an entire city, developing of hos- 
pital relations with governmental agencies and 
with other health agencies in the community, etc. 
A public education program is only one of five 
or six major factors a hospital council should 
concern itself with. Interest on the part of social 
agencies and community chests should not be en- 
couraged to a point where those agencies might 
dominate the hospital councils. In most hospital 
councils the public education program is one of 
the smaller parts of their program, although this 
situation is not to be justified. 


He stated that the point under discussion is— 
the provision of the constitution that work of the 
Association be assigned to six councils, and 
whether the subject of hospital councils belongs 
under the Council on Public Education or Council 
on Association Development. The American 
Hospital Association is set-up on a functional 
basis to encourage cooperative effort on the part 
of all hospitals irrespective of geography. Hos- 
pital councils are concerned with all six councils. 
Therefore, the subject should be assigned to the 
council that’is concerned with all associations— 
district, state and provincial—i.e., the Council on 
Association Development. He sees no reason why 
local associations should be set apart. 


Dr. Davis conceded that Mr. Mannix’s argu- 
ment was a logical one. However, there is a risk 
of misunderstanding because of the name ‘“Asso- 
ciation Development.” Community chests and 
other welfare agencies would not be interested in 
the development of the American Hospital Asso- 
ciation. He is anxious not to retard what prog- 
ress has been made, and pointed out that an exist- 
ing situation is being faced, not a new set-up. 
The question should be settled from a realistic 
standpoint rather than a theoretical one. 


It was moved and carried that for the present 
year the chairman of the Committee on Hospital 
Councils report directly to the chairman of the 
Committee on Coordination of Association Activi- 
ties, and the chairmen of the two councils, Public 
Education and Association Development, be 
co-opted to work with Mrs. Bachmeyer. 


Report of Each Council Chairman On Proposed 
Projects and Studies, Budget Request Com- 
mittee Appointments to Assist With 
Council Activities, If Any, Ete. 


1 COUNCIL ON ADMINISTRATIVE PRACTICE 


Dr. MacLean stated that the main activities of 
the Council on Administrative Practice during the 
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other activities also. 


Accounting and Statistics. Approval was asked 
for the following committee to assist Mr. Graham 
L. Davis, chairman: Mr. C. Rufus Rorem, Mr. F. 
Hawley Armstrong, Mr. M. R. Kneifl, Mr. John 
R. Mannix, Mr. William A. Dawson, Rev. George 
Verreault. The Council on Administrative Prac- 
tice proposes to put out a manual adapted to the 
special needs of small hospitals. It is possible 
that this will finance itself. It was moved and 
carried that the above committee be accepted. 


Personnel Relationships. Mr. James A. Hamil- 
ton is chairman of the Committee on Personnel 
Relationships. The committee would like to put 
out a manual covering various personnel prob- 
lems. It is suggested that a study be made of 
hospital accidents, defining the limits of the field 
and establishing fundamental principles and out- 
lining relationships between hospitals and em- 
ployees generally. Other members of the com- 
mittee are Dr. A. C. Bachmeyer, Dr. E. M. Blue- 
stone, Dr. Edgar C. Hayhow, Mr. Alden Mills, 
Mr. Oliver G. Pratt, Miss Caroline Snyder, Mr. 
Fred Wallen, and Mr. Carl P. Wright. It was 
moved and carried that the above committee be 
accepted. 


Purchasing. It is the duty of the Council on 
Administrative Practice to recommend officers of 
the Purchasing Section, formation of which was 
approved at the meeting on October 24. The 
consensus of opinion was that it would be better 
to have men who were purchasing agents as offi- 
cers of the section, rather than hospital superin- 
tendents. It was moved and carried that Dr. 
MacLean should suggest other names to this 
Committee by correspondence. 


Institute for Hospital Administrators. Through 
Dr. Carter the Council on Administrative Prac- 
tice will tie in with the Institute held at the Uni- 
versity of Chicago. 


Budget. The budget asked for the Council on 
Administrative Practice for the coming year is 
$1500. This is for clerical work as well as travel- 
ing expenses, etc. There are no specific requests 
at this time. 


2 COUNCIL ON PROFESSIONAL PRACTICE 


Dr. Buerki, Chairman, reported that the dele- 
gates to represent the American Hospital Asso- 
ciation on the following committees would be: 


1 American Committee on Maternal Welfare: 
James U. Norris. 
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coming year will be accounting and statistics, per- 
sonnel relationships, and purchasing. There are 





2 American Registry of Physical Therapy 
Technicians: Joseph C. Doane, M.D. 


3 Committee for Training Record Librarians: 
Mr. Joseph G. Norby. 


Dr. Buerki suggested the name of Dr. Crane 
of Harper Hospital as chairman of the 
Out-Patient Section. 


Miss Angeline Phillips has agreed to serve as 
chairman of the Dietetic Section. 


It was moved and carried that a statement be 
prepared giving official approval of the American 
Hospital Association of the program for the con- 
trol of the American College of Surgeons. 


Budget. The estimated budget required for the 
Council on Professional Practice is $1400. 


3 COUNCIL ON CONSTRUCTION AND PLANT 
OPERATION 


Dr. Smelzer, Chairman, reported for the Coun- 
cil on Construction and Plant Operation. 


It is felt that the Sub-committee on Simplifica- 
tion and Standardization of Hospital Supplies and 
Equipment should be continued, and Mr. Arrow- 
smith be continued as chairman of that commit- 
tee, with the addition to the committee of four 
other people, possibly Mr. Johnson of Johns- 
Hopkins, Mr. Hatfield, Mr. Worth Howard, and 
either Mr. Edgar C. Hayhow or Mr. F. Stanley 
Howe. A small committee of people willing to 
work is to be preferred to a large committee 
which leaves all the work to one or two people. 


The subject of air conditioning should be given 
further serious consideration, with a sub-commit- 
tee which Dr. Smelzer will ask Dr. Lucius Wilson 
to continue to head, with a purpose of studying 
various equipment labeled “air conditioning,” 
with an attempt to classify what are really air 
conditioning units, air humidifiers, etc. The 
Committee on Air Conditioning is to work in close 
cooperation with the Committee on Standardiza- 
tion of Hospital Equipment. 


Dr. Caldwell reported that the National Tuber- 
culosis Association finds considerable difficulty in 
advising organizations and individuals on the 
construction and planning of tuberculosis hos- 
pitals. Tuberculosis care is being very largely 
increased in general as well as special hospitals. 
It is suggested that the American Hospital Asso- 
ciation make a study of planning for the care of 
tuberculosis patients. Dr. Caldwell said that, as 
he recalls it, this subject has never been a par- 
ticular study of any of the former committees, 
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and he thinks it might interest Dr. Smelzer’s 
Council as a project. 


Budget. Inasmuch as two of the members of 
the Council on Construction and Plant Operation 
are widely separated, the greater part of the sum 
asked for is for travel expenses. Dr. Smelzer 
feels that this council should have, as a tentative 
amount, $1500. This does not include anything 
beyond the stated program that might be under- 
taken during the year. 


4 COUNCIL ON PUBLIC EDUCATION 


Dr. Davis, chairman, stated that his council has 
already functioned in two ways. There has been 
no meeting of the entire group, but Dr. Davis 
has held meetings with two sections of the coun- 
cil, and with Mrs. Bachmeyer. This council has 
very little sectional activities as a program. Many 
of its activities are carried over from the old 
Council on Community Relations and Administra- 
tive Practice. 


Public Relations of Hospitals in Regard to 
Financing from Organized Sources of Support 
and Policies and Methods of Making Payments 
from Public Funds to Voluntary Hospitals: A 
meeting of this sub-committee has been held with 
Dr. Gertrude Sturges of the American Public 
Welfare Association. The meeting developed a 
variety of immediate matters. The purpose is 
to outline general principles in concrete form. One 
of the general policies adopted last year was that 
payments should be made to hospitals on a per 
diem basis. Another matter of similar sort was, 
“under what standards should welfare depart- 
ments apply for admittance to voluntary hospi- 
tals. The project will require conferences of this 
sub-committee with public welfare people. 


Another project discussed with the same sub- 
committee is the study of the financial material 
on the income and expenses of hospitals gathered 
by the U. S. Public Health Service. This material 
will require intensive study. 


The Association referred to this council the 
former Committee on Public Health Relations. 
The council does not wish to propose active work 
on this during the coming year. 


National Hospital Day. Mr. Albert Hahn has 
expressed himself as being willing to continue to 
serve as chairman of the National Hospital Day 
Committee. 


Publicity. Regarding the handling of publicity 
for the Association, it is impossible to plan pub- 
licity without a program of general policy for 
publicity during the year. It seems time enough 
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to take up the question of publicity at the Febru- 
ary meeting after the program is agreed upon. 
The Association needs some definite publicity 
budget during the pre-convention and through the 
convention period. The returns are somewhat 
in proportion to what is paid for. The general 
planning function cannot be done until the pro- 
gram for the convention has been mapped out. 
Effective publicity must be on a long range plan. 
At present there is no plan for an adequate pro- 
gram and the money for such a program is not 
available. It was moved and carried that the 
question of publicity should be deferred until the 
convention program had been agreed upon. 


Budget. About $500 will be needed for the 
meetings of the Council on Public Education. Any 
finances required for studying the U. S. Public 
Health Service “Census of Hospitals” have not 
been included. About $500 will be needed to carry 
on the work of Mrs. Bachmeyer’s committee. 
This makes a total of $1000 required. 


5 COUNCIL ON GOVERNMENT RELATIONS 


Dr. Munger, chairman, stated there was little 
for his council to report beyond what had been 
reported to the last meeting. Besides Dr. Munger, 
Mr. Hatfield and Msgr. Griffin of the Council were 
present at this meeting. 


The work of the Legislative Committee is to 
continue. Nothing has been done on the subject 
of Workmen’s Compensation. The Council will 
maintain relations with federal government, state 
and local government matters where in line with 
state and local associations. Such work as was 
done by Dr. Doane in compiling legal references 
by state should be continued, and some similar 
study of child labor and minimum wages, etc. 


It was stated that at the time Dr. Doane’s sur- 
vey was made, it was hoped that the outcome 
would be the setting up of a model licensing law 
for hospitals for states. Dr. Munger was asked 
if his Council would be willing to undertake this 
project, and assented. Mr. Mannix stated it was 
his belief that the College of Surgeons had re- 
cently outlined a model hospital licensing law. 
Dr. MacEachern is to be asked about this before 
proceeding with any work. 


It is not felt that as a Council there is any 
direct responsibility for the Joint Committee. The 
decision at the meeting on October 24 was that 
the representative of the American Hospital Asso- 
ciation to the Joint Committee be appointed by 
the trustees, other representatives to be the 
President of the Association, Executive Secre- 
tary of the Committee, and such other appointees 
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as may be advisable to be selected from this 
Council. 


Dr. Munger stated that he has been corre- 
sponding with all the members of his Council. All 
seem interested in going to work on these sub- 
jects, and it is planned to have a meeting of this 
Council within a reasonable time. 


Budget. As the Joint Committee budget is sep- 
arate, it is believed that $500 will care for the 
Council’s needs for the coming year. 


6 COUNCIL ON ASSOCIATION DEVELOPMENT 


Mr. Mannix, chairman, presented the tentative 
program of the Council for the coming year. The 
object of the Council is to foster and encourage 
cooperative action among hospitals through local, 
district, state and provincial, regional, and na- 
tional hospital associations. The tentative pro- 
gram for 1937-38 includes the following projects: 
Project I—Definition of Terms; II—Development 
of Uniform Organization for State and Provincial 
Hospital Associations; III—The Development of 
Membership; IV—Development of State and 
Provincial Associations; Project V—Association 
Library; Project VI—Development of a Hospital 
Association Directory. (A copy of the outlined 
program is attached.) 


Budget. A statement of the proposed budget, 
calling for $900.00, is attached. An additional 
$100 for travel expenses was added to this, mak- 
ing the amount $1,000. 


Method of Approving Council Expenditures; 
Budget 


It was moved and carried that the budget for 
the six councils for the coming year is approved 
as follows: 


Council on Administrative Practice. ..$ 1,500.00 


Council on Professional Practice...... 1,400.00 
Council on Construction and Plant Op- 

ED kn bow 55 bike Rew elne eee keen 1,500.00 
Council on Public Education......... 1,000.00 
Council on Government Relations..... 500.00 
Council on Association Development.. 1,000.00 
Office and Clerical Services.......... 3,000.00 
Postage, Stationery, etc............. 100.00 

$10,000.00 


It was moved and carried that the President 
appoint one member of this group to meet with 
Dr. Caldwell and set up a method of handling 
committee expenditures. Each chairman will okeh 
every item expended by his own Council. 
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General Plans For 1938 Convention Program 


The desirability of creating a Section on In- 
ternships and Residencies and a Section on Phar- 
macy were discussed. 


It was doubted whether a section on intern- 
ships would be particularly useful to either the 
hospital field or the interns. In view of the chang- 
ing trends, particularly regarding residencies in 
which interns can qualify for various specialty 
boards, it was felt that this is a subject which 
needs further consideration, and a program of 
administrative problems should be prepared to 
include both pharmacists and interns. These two 
subjects might be presented at one of the general 
sessions of the 1938 convention. 


A Section on Pharmacy would be of particular 
interest to deans of pharmacy, hospital pharma- 
cists, etc. The pharmacists as a group can make 
a real contribution to the program, and at the 
same time receive real benefit. It was moved and 
carried that under Dr. Buerki’s guidance a pro- 
gram on pharmacy is to be prepared and is to be 
included in the tentative program. 


Dr. Caldwell has notified officers of sections of 
their election. It was moved and carried that Dr. 
Caldwell should send a letter to each of the elected 
section personnel notifying him his section is un- 
der the jurisdictions of a certain council, and that 
he will hear from the chairman of that council. 
Each chairman is to get in touch with the officers 
of sections which fall under his council. 


The Committee on Coordination will outline a 
program for the 1938 convention, and the re- 
sponsibility for carrying out the details of the 
program will lie with Dr. Caldwell and Mr. Neff. 


Publicity For Plans and Projects of Council 
Activities 


It was moved and carried that the Chairman, 
Mr. Neff, should make a summary of the activ- 
ities of the Committee to be published for the 
Association. 


Next Meeting 


Motion was made and carried that a two-day 
meeting be planned for Friday, February 11, and 
Saturday, February 12, which will include a ses- 
sion of the individual councils, followed by an- 
other session of the Coordinating Committee. 


The meeting was adjourned at 5:30 p. m. 


ROBERT E. NEFF, 
Chairman 
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The Berlin Memorial Hospital, Berlin, Wisconsin 


PERRY W. SWERN, Chicago Architect 


consin, has been functioning for the past 

twenty-five years in a building that was origi- 
nally a residence and lacked much that is essential 
to a modern hospital. Under the able manage- 
ment of their superintendent, Mrs. W. S. Finch, 
the board of trustees has been able to keep the 
hospital among the first of the small hospitals in 
the state. However, modern medicine demands 
so much more of hospitals than was required 
years ago that it became necessary to enlarge and 
completely revamp the old building and to provide 
all the facilities necessary to obtain the Class 
“A” rating of the American College of Surgeons. 


T= Berlin Memorial Hospital of Berlin, Wis- 


Briefly, the new construction consists of a two- 
story and basement, fireproof addition. The diet- 
ary department, dining rooms, laundry, and 
boiler room are in the basement. Surgical and 
maternity departments and five patient rooms 
take up the first floor; the second floor is de- 
voted entirely to private rooms for patients. 
Due to the small size of the hospital and the 
problems of bed flexibility, it was decided that 
all the new rooms should be completely equipped 
with utilities so that each room could be used 
for any kind of a patient regardless of the other 
patients in the hospital. These utilities are the 
type being used in so many of the newer hos- 
pitals, and consist of a water-closet with arrange- 
ments for washing bed pans; a lavatory with hot 


and cold water; utility cases for taking care of - 


the equipment and the patient’s toilet articles; 
a wardrobe for the patient’s clothes, extra 
blankets, etc.; and an arrangement of doors to 
provide an isolation vestibule, to trap sounds and 





A Picture of the Old Building Before Operations Were 
Started 
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of Chicago, who has given special attention 
to hospital planning. 





act as a buffer between the patient and the cor- 
ridor confusion. The water-closet has been spe- 
cially designed so that a bed pan can be placed 
in the bowl under the seat, and thus eliminate 
the hardships to the patient when it becomes 
necessary to obtain specimens. 


In the re-allocation of space in the old building 
it was decided to eliminate the patients on the 
first floor and turn the areas over to the x-ray 
department, laboratory, emergency room, and ad- 
ministration. This makes it possible to concen- 
trate the nursing on the second floor, except for 
the five new private rooms on the first floor, which 
will be used for patients with special nurses, or 
who require unusual post-operative technique. 


The hospital had to stay in operation during 
the building program, and the allocation of space 
and the construction procedures had to be laid 
out so the new unit could be completed, made op- 
erative, and then the remodeling of the old build- 
ing done after the patients were moved into the 
new building. 


In order to avoid any possibility of cross infec- 
tions the surgery and maternity departments 
have separate sterile work rooms and equipment, 
so arranged that one set of piping can handle 
both and so that one set of water sterilizers can 
provide sterile water for both suites. 


The usual operating room and delivery room 
windows have been omitted and glass brick are 
substituted. These glass brick areas are larger 
than the customary windows, they give ample 
diffused light, are better from an _ insulation 
standpoint and will not steam or frost as quickly 
as ordinary windows. A set of ventilating louvers 
are installed in each panel with a removable frame 
to hold a gauze filter over the openings. When 
operating rooms and delivery rooms must be lo- 
cated where it is possible to see in from the out- 
side, these glass brick serve very well because 
they cannot be seen through. Another feature of 
these rooms is the system of heating. Instead of 
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01, not excavated; 02, root cellar; 03 and 05, store rooms; room; 016, laundry; 017, nurses’ dining room; 018, women 
04, morgue; 06, 08, 09, storage; 07, soiled linen; 010, helps’ toilet; 019, locker and store room; 020, men helps’ 
kitchen storage and refrigerator; 011, kitchen; 012, boiler toilet; 021, meeting room. 
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101, superintendent’s office; 102, public waiting room; space; 112, major operating room; 112-A, sterile work 
103, business office; 104, special nurses’ locker room; room; 113, private or two bed room with bath; 114, doc- 
105, laboratory; 106, public toilet; 107, x-ray department; tors’ scrub-up; 115, 117, 119, 121, patients’ private rooms 
107-A, dark room; 107-B, dressing rooms and passage; with utilities; 116, doctors’ scrub-up; 118, delivery room; 
108, ambulance entrance; 108-A, ante-room; 108-B, ele- 118-A, sterile work room; 120, patients’ preparation; 
vator vestibule; 109, emergency operating room; 110, 121-A, individual utilities. 


doctors’ locker and toilet room; 111, visitors’ viewing 
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202, 204, 205, 207, patients’ rooms large enough for two larium; 212 to 221, private patients’ rooms; 212-A to 
beds; 201, 203, private rooms; 206, patients’ toilet room; 221-A, individual utilities. 
208, duty room; 209, nursery; 210, two bed ward; 211, so- 
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A Perspective of the Completed Building 


radiators or forced hot air, a series of hot water 
coils are imbedded in the plaster on the ceilings. 
This means that the rooms will be heated by 
radiant heat and will give a uniform temperature 
over the entire contents. This system has been 
used very successfully in Europe but is rela- 
tively new in this country. There are several 
engineering features to be considered, such as the 
temperature of the water, insulation of the floor 
above and the support of the coils and plaster. 
X-ray viewing panels, saline solution cabinets, 
aspirator cabinets, and supply and instrument 
cases are provided in the surgery and delivery 
rooms. 


All cases are made of furniture steel with stain- 
less steel counter tops and sinks. The medicine 
cases, chart desks, tray racks, lockers and utility 
cases are built into the building, eliminating tops 
and places for dirt to collect. Each counter sets 
over the base sufficiently to provide toe space for 
the workers. The tray rack in the kitchen pro- 
vides ample space for trays for all the patients, 
and central food service is employed to serve the 
food. 


All the kitchen equipment is stainless steel 
with steam table, dish warmer, coffee urn, and 
dishwasher built to fit the conditions. The walls 
of the kitchen are cream colored vitreous parti- 
tion tile and the floor a green terrazzo. 
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The furnishings are mostly new and the equip- 
ment is modern and up-to-date in every respect; 
it was purchased from complete and detailed 
specifications prepared by the consultant, Dr. 
William H. Walsh of Chicago. 


Wood furniture, of a sturdy construction built 
especially for hospital use, has been used through- 
out the building. Dark wood finishes have been 
selected for the essential pieces and each room is 
complete with a gaily upholstered lounge chair of 
the loose-cushion type. The window draperies 
match or blend with the upholstered chair and the 
wall finish. Every effort has been made to intro- 
duce color and a sense of attractiveness into the 
hospital. The furniture is not all of the same 
design throughout, each room having been fur- 
nished to have an individuality of its own. Five 
of the nicest rooms are to be especially treated as 
“Memorials” so these will be found a shade more 
sumptuously furnished than the others. Where- 
ever the present furniture and equipment must be 
used, it has been allocated when possible to those 
parts of the hospital with the least contact with 
patients. 


The total of the building costs, including re- 
modeling, and equipment represents an invest- 
ment of $100,000.00, a handsome contribution by 
a community of forty-five hundred inhabitants 
to the cause of hospitals. 
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Experience as a Guide in Development 
of Group Hospitalization 


FRANK VAN DYK, New York City 


HILE theories regarding demand for hos- 
Wiis care under hospital insurance plans 

are interesting and relatively important, 
it remains for the facts revealed by experience 
to prove or disprove such theories. It may be 
argued that such experience is not sufficiently ex- 
tensive in scope to be conclusive, but such facts 
nevertheless serve as the most adequate guide 
available at the present time. 


The purpose of this article is to set forth the 
experience of the group hospitalization plan 
known as the Associated Hospital Service of New 
York, as an indication of what may be expected 
in the operation of a plan embracing a substantial 
number of people over a reasonable period of 
time. This plan embraces the greater New York 
metropolitan area with 260 member hospitals. The 
experience used as the basis of this article in- 
cludes 370,000 subscriber-years of coverage and 
34,000 discharged cases during the period from 
May, 1935, the date of organization, to October 
1st, 1987. Three tables set forth the experience 
in the following terms: Table I, Hospital Days 
per Subscriber Year; Table II, Hospital Days per 
Discharged Case; Table III, Discharges for Sub- 
scriber Year. 


The New York Plan Described 


The New York City plan provides hospital serv- 
ice benefits to employed persons and their de- 
pendents as follows: 21 days of semi-private 
board and room service, in one or more admis- 
sions each year; use of operating room; use of 
delivery room (after mother has been a subscriber 
for one year); nursery service for new born in- 
fants; x-ray examinations; laboratory examina- 
tions of all kinds, including basal metabolism tests 
and electrocardiograms; anesthesia when admin- 
istered by a hospital employee; 25 per cent dis- 
count after 21 days. The scope of the benefits 
has been essentially the same since the plan was 
inaugurated. The benefits are available for all 
types of sickness or injury except pulmonary 
tuberculosis, venereal diseases, workmen’s com- 
pensation law cases, quarantinable diseases, and 
mental disorders. 
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@ Mr. Frank Van Dyk is the Director of 
the Hospital Service Plan of Greater New 
York, who helped develop the “3 cents a 
day” program for hospital care. 








The subscription rate during the first 16 months 
was $10.00 per year per individual, and later be- 
came $9.60. Employed persons originally enrolled 
as many dependents as they wished at the rate 
of $10.00 per person. Groups of 10 or more per- 
sons at one place of employment made payments 
by payroll deduction or through representatives 
who collected monthly dues. Ten or more em- 
ployed persons from different establishments were 
permitted to enroll as “non-organized” groups and 
to make quarterly payments of their subscrip- 
tions. Only a limited number of persons enrolled 
their dependents at the flat rate of $10.00 per 
year. 


On September 15, 1936, a “family rate” was 
introduced for groups for payroll deduction sub- 
scribers. The rate for husband and wife became 
$18.00, and a rate of $24.00 was established for 
husband, wife, and all dependent children under 
19. This rate is now available to all payroll groups 
of 5 or more persons. The non-organized group 
of employed persons has been discontinued as a 
unit of enrollment and a new plan (not here de- 
scribed) was instituted in October, 1937, for en- 
rolling persons employed in groups of less than 
5. An employed person may enroll non-family 
dependents (brother, sister, household employee, 
parent, etc.), at $9.60 per individual. 


New York Similar to Other Areas 


At various times arguments have been ad- 
vanced that the experience of metropolitan New 
York is not indicative of experience generally in 
other parts of the country, and, therefore, it 
should not serve as a guide to other plans or to 
groups contemplating the establishment of a group 
hospitalization plan. The author wishes to ex- 
press his sincere conviction that if any difference 
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exists between the experience in the demand for 
hospital care between New York and other areas, 
it is only that in New York demand is somewhat 
greater. This has been repeatedly borne out in 
various studies of hospitalization in the past. 


The records of the Associated Hospital Service 
show that most of the subscribers reside in Man- 
hattan, the most densely populated section in the 
entire area, and that the demand for hospital care 
by these subscribers is higher than those residing 
in other sections: For example, 25.11 per cent 
of the subscribers to the Plan live in Manhattan, 
and the proportion of subscribers who were ad- 
mitted to hospitals under the terms of the Plan 
was 28.79 per cent. This faetor alone indicates 
that any conservative approach to an estimate of 
demand for hospital care under any plan in other 
areas may safely use the experience of the New 
York plan as an adequate guide. It may be true 
that experience in the enrollment of subscribers 
may not be wholly comparable with that of other 
areas because of the vast opportunities that are 
present in New York City and its environs. On 
the other hand, a new plan in such a large area 
faces the greater problem of establishing confi- 
dence and understanding by the public. Whether 
this fact offsets the favorable factor of a greater 
number of opportunities for enrollment is purely 
a matter of conjecture. 


Basis of Original Rates 


The plan in New York was established on the 
basis of facts revealed by early experience of 
other plans and the existing knowledge of the de- 
gree of hospitalization in the community. This 
experience of the hospitalization in New York City 
showed that a little more than 9 per cent of the 
population annually received hospital care and 
that the average days’ stay per patient was be- 
tween 11 and 12 days. It was, therefore, assumed 
that if the enrollment of subscribers would yield 
a cross section of the population, the plan would 
be faced with this volume of demand for hospital 
service. The hospital service included all in-pa- 
tient care, including maternity service. Since the 
policy of its founders was to provide hospital care 
under the Plan distinctly as a public service, it 
was felt that maternity care should be included. 
Moreover, the benefits included all of the services 
regularly charged for by the hospitals in their 
bills to patients. 


Subscription rates were established on the basis 
that such service would be provided to the sub- 
scribers in the volume indicated by the original 
studies. The proportion of the population which 
had been receiving hospital care included not only 
employed persons but also their dependents. Con- 
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sequently, since the rates were established for 
service on the basis mentioned, coverage for de- 
pendents naturally was included. The rate was 
established at $10 per person. It is a simple 
mathematical procedure to calculate that at a 
rate of $10 per person, with 9 per cent of the sub- 
scribers receiving hospital care for an average 
stay of approximately 12 days, and with a pay- 
ment to the hospitals of $6 per day, hospitaliza- 
tion costs would not exceed 65 per cent of the 
total income per subscriber per year, leaving 35 
per cent for purposes of operation and reserve. 


Approval was obtained from the Department 
of Insurance to use 35 per cent of the earned in- 
come for operating cost during the first year. 
However, as operating costs might eventually de- 
crease, it was easily recognized that a $10 rate 
per person eventually might yield too high a pro- 
portion of reserve. No experience was available 
to predict the results of operation, and a uniform 
rate of $10 per person (employed or dependent) 
was established. 


Original Enrollment Procedures 


The method and requirements of enrollment di- 
rectly affect the experience in the demand for 
hospital service. “Theory” suggests that it might 
be wise to confine enrollment to the employed per- 
sons, as they are less likely to request unnecessary 
hospital service. Experience indicates that the 
amount of utilization is affected more by the age 
and sex of subscribers than by whether they are, 
or are not, gainfully employed. 


Early in the operation of the plan it was dis- 
covered that the great majority of the subscribers 
were employed persons, and that few dependents 
were enrolled; the rate of $10.00 per year for 
each person was too high for the average wage 
earner. Many of these who enrolled dependents 
did so because hospital care was a probability for 
the dependents involved. Despite this hazard, 
however, the subscription rate was at all times 
adequate to meet the costs of hospital service, to 
pay all operating costs, and to accumulate a suffi- 
cient margin of reserve. 


The experience in the enrollment of employed 
groups soon indicated that this group yielded the 
most advantageous ratio of demand for hospital 
service. This, in my opinion, was primarily be- 
cause of group enrollment, rather than employ- 
ment status. Moreover, as stated above, the sub- 
scription rates were prohibitive for most people 
to allow for the enrollment of dependent persons. 
This experience seemed to leave but one alterna- 
tive in our endeavor to develop a plan on the most 
economical and financially sound basis. This was 
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to provide for the enrollment of dependents on an 
economical basis that would insure their partici- 
pation in sufficient numbers to represent an ade- 
quate cross section of the population. Some have 
misinterpreted this development as an attempt 
merely to increase enrollment. The elemental rea- 
son was to broaden the base of the plan so as to 
insure financial soundness with economic advan- 
tages to all concerned, and thereby to bring the 
benefits of the plan to greater numbers. 


Beginning of the Family Rate 


After careful study of experience a “family 
rate” was inaugurated in September, 1936. This 
was almost one and a half years after the first 
subscriber was enrolled. The family rate was 
$24.00 per year, and provided complete hospitali- 
zation benefits for the employed head of the fam- 
ily, and all direct dependents, namely, wife or hus- 
band and unmarried children under 19 years of 
age. This figure had been derived by computing 
separately the extent of demand among the vari- 
ous groups—the employed member of the family, 
the unemployed spouse, and the children. Con- 
sideration also was given to the economy of en- 
rolling an average of approximately 4 persons 
under each contract. 


The family rate was at first available only to 
subscribers in organized groups by the payroll 
deduction method. It was limited to such groups 
because these individuals had demanded propor- 
tionately less hospitalization than others. The 
convenience of payroll deduction had encouraged 
more persons to enroll, and had provided a better 
“average selection.” The family rate is now avail- 
able to all subscribers enrolling their dependents 
(even those enrolling as individuals, at slightly 
higher levels). 


Our experience indicates that the “family rate” 
for a full coverage service is practical and socially 
desirable. The New York plan offered full cover- 
age to dependents from the start, and did not give 
serious consideration to a partial-coverage plan. 
The public will, of course, respond to an oppor- 
tunity to obtain partial dependent coverage as 
against none; but what is really required is full 
protection for the persons for whom the plan was 
intended, namely the person or family of modest 
income to whom the payment of a hospital bill is 
a hardship. 


Some critics have argued that the public gen- 
erally is not able to pay a subscription rate which 
will provide full hospital benefits. This is perhaps 
true in some income groups, but our experience 
has been that people generally are willing to pay 
the slight difference between the annual costs of 
complete and partial coverage. 
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Lower Rates a Possibility 


The directors of Associated Hospital Service of 
New York expect to provide services at lower sub- 
scription rates than now prevail, and thereby to 
enroll employed persons and families in the low- 
est income brackets. In the meantime, valuable 
experience has been gained to serve as a basis for 


future development. 


Our experience in the enrollment of family 
groups, and, particularly with dependents under 
the family plan, provides ample grounds for the 
conclusion that enrollment on the family-group 
basis with full coverage provides the most eco- 
nomical basis for providing hospital service. 
Among groups in which all dependents are en- 
rolled at $10.00 each, 70 per cent of the earned 
income was required for hospitalization. Among 
the groups enrolling at $24.00 per family (3.8 
persons) only 57 per cent of the earned income 
has been required for hospitalization. Member 
hospitals are paid the same per diem rates for 
children as for adults. 


The tables presented here furnish detailed fig- 
ures covering each type of subscriber and show 
the number of hospital days per subscriber per 
year, as well as the “average stay,” and the pro- 
portions of subscribers hospitalized each year. 


The figures in the tables represent the total 
experience to date, and reflect the influence of 
certain adverse selection among the dependent 
subscribers who were enrolled on an individual 
basis. The hospitalization includes service to 
maternity cases as well as ordinary sickness and 
injury, full coverage for maternity being available 
to employed persons and dependents after one 
year of membership. 


Particular attention is called to the figures for 
non-organized employed groups, which represent 
the enrollment of persons under a procedure 
which has since been discontinued. Up to Sep- 
tember, 1937, persons employed in organizations 
of less than 25 employees were permitted to en- 
roll in specially formed groups of 10 or more em- 
ployed persons who also were permitted to enroll 
their dependents or members of their household 
at $10.00 per individual. The experience of de- 
mand by subscribers thus enrolled is higher than 
for others. Non-organized employed groups tend 
to include many “bad risks,” because of greater 
average age or higher percentages of women. But 
there is little evidence of individuals joining pri- 
marily to receive immediate hospital benefits. The 
amount of hospitalization used by these sub- 
scribers remains about the same from month to 
month and year to year. 
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Table I 
HOSPITAL DAYS PER SUBSCRIBER YEAR 
Total of 370,974 Subscriber Years—337,202 Hospital Days* 
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Organized Non-Organized Husband, 

Employed Employed Husband Wife and 

Groups Groups Individuals and Wife Children 

$10.00 per Ind. $10.00 per Ind. $10.00 Each $18.00 $24.00*** Total 
Adult Male ...... **27,506—( .73) 23,998—( .80) 38,862--( .57)  20,004—( .40) 18,797—-( .44) 129,167—( .60) 
Employed Female 50,743—(1.11) 31,835—(1.44)  48,368—( .92) 4,5883—( .65) 1,182—( .79) 181,611—(1.12) . 
TOE sees. 78,249—( .99) 55,833—(1.16)  82,230—( .75) 24,537—( .45) 19,929—( .46) 260,778—( .86) 
Adult Female 7 ' 

Dependent ..... 13,765—(1.73) 12,871—(1.84)  10,912—(1.56) 15,483—( .94) 17,740—( .83) 70,730—(1.32) 
Chil@ren ..0...:: 1,838—( .79)  1,955—(1.09) SGI 258) © sds ci dkwewets 33,371—( .41) 39,466—( .48) 
cn ere 15,603—(1.61) 14,826—(1.74)  13,173—(1.88) 15,4883—( .94)  51,111—( .56) 110,196—(1.02) 
GRAND TOTAL . 93,852—(1.09) 70,659—(1.27)  95,4083—( .84)  40,020—( .64) 171,040—( .53) 370,974—( .90) 


*The total hospital days include 29,346 days rendered after th e 21-day limit for full coverage, after which the Association’s liabil- 
ity was for only one-fourth the regular rate of payment to hospitals. Conversely the data exclude approximately 12,805 estimated 
days of care for subscribers in the hospital on September 30, 1937. The experience, therefore, represents an overstatement of the 
Association’s liability to the extent of approximately 3%. 

**Numerals not in parentheses are subscriber-years of coverage. Numerals in parentheses are Hospital days per subscriber year. 

***The average number of persons covered in each $24.00 contract is 3.8. 


























Table II 
HOSPITAL DAYS PER DISCHARGED CASE—33,796 CASES 
— NON-PAYROLL — PAYROLL GROUPS 
Employed Miscellaneous Husband Husband, Wife 
Groups Groups Individuals and Wife and Children 
$10 per Ind. $10 per Ind. $10 Each $18 for 2 $24 Total Total 
Adult Male ........... 10.6 10.2 9.4 9.0 8.8 9.8 
Female Employed ...... 10.7 $i.3 10.6 8.7 10.3 10.8 
a ere 10.7 10.8 10.2 8.9 8.9 10.4 
Adult Female Dependent 11.6 11.8 11.9 10.4 10.0 11.3 
a ere 5.4 6.4 5.6 is 4.7 5.0 
rer 10.9 11.1 11.0 10.4 6.4 9.3 
GRAND TOTAL ...... 10.7 10.9 10.3 9.7 6.9 10.0 
Table III 
DISCHARGES PER SUBSCRIBER YEAR—33,796 DISCHARGES 
— NON-PAYROLL — PAYROLL GROUPS 
Employed Miscellaneous Husband Husband, Wife 
Groups Groups Individuals and Wife and Children 
$10 per Ind. $10 per Ind. $10 Each $18 for 2 $24 Total Total 
Adult Male ........... .069 _.079 .061 .044 .050 .062 
Female Employed ...... .106 128 .086 .075 O77 .103 
WE Kicuacvncne os .093 108 .074 .050 .051 .083 
Adult Female Dependent .148 .155 .130 .090 .084 118 
ED is vw wcaeanwawen .145 .170 .100 iar .089 . .097 
ere ee 148 157 125 .091 .087 .110 
GRAND TOTAL ...... 102 118 .081 .066 O77 .090 
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Advantages of the Family Rate 


The economy of enrolling persons in family 
groups has also been reflected in the finances of 
the Plan. For the year 1937, the total earned 
income was used as follows: 14.2 per cent for 
acquisition and administration, 65.9 per cent for 
hospitalization, 19.8 per cent for reserves. The 
present rapid accumulation of reserves suggests 
the desirability of reduced rates or increased ben- 
efits, particularly since the present experience 
shows only 12 per cent of earned income being 
used for promotion and administration. 


It is interesting and significant to note that the 
experience of “husband and wife” contracts is 
very favorable to the corporation; also that adult 
female dependents are better risks when enrolled 
with a complete family group, including children. 
The comparison of the experience between chil- 
dren in family groups and those enrolled on an 
individual basis suggests that children should be 
enrolled only through family group subscription. 
The favorable experience of husband and wife 
groups supports our contention that married 
women should not be permitted to enroll without 
their husbands. 


The total annual demand of all subscribers was 
9 per cent and the average days’ stay was 10 days. 
Because of the growing proportion of enrollment 
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among family groups, the total average demand 
may be reduced below 9 per cent, since only about 
714 per cent of such members are hospitalized 
annually. This results from the high percentage 
of children, who are hospitalized relatively infre- 
quently and for shorter hospital stays than adult 
men ‘and women. 


Conclusions 


The following conclusions appear justified by 
the experience in New York. The place of em- 
ployment is the most satisfactory basis for en- 
rollment, even dependents of those who are gain- 
fully employed. The payroll deduction procedure 
tends to improve selection among employed sub- 
scribers and dependents by encouraging enroll- 
ment and discouraging canceliations. Women use 
more hospital care than men, whether or not em- 
ployed and without consideration of maternity 
service. Maternity benefits, although not ordi- 
narily regarded as insurable risks, are desirable 
as a public health measure, and can be included in 
a reasonable family rate for hospital care insur- 
ance. A proportionately lower rate for family 
groups than for individuals is necessary and prac- 
ticable. High subscription rates for dependents 
bring about definitely adverse selection among 
both women and children. Employed persons who 
enroll without dependents require considerably 
more hospitalization than heads of families. 
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Standardization and Simplification* 


WILLIAM E. BRAITHWAITE, Washington, D. C. 


fied Practice of the National Bureau of Stand- 

ards has been serving as a clearing house or 
centralizing agency through which manufacturer, 
distributor, and consumer groups have cooperated 
in furthering a nation-wide program for the elim- 
ination of excessive and needless variety in sizes, 
types, and dimensions of manufactured products, 
which make the processes of manufacturing and 
distribution less profitable and the cost in many 
cases excessive. 


F OR a number of years the Division of Simpli- 


During this period about 170 Simplified Prac- 
tice Recommendations have been developed by the 
industries concerned and promulgated under the 
non-regulatory, cooperative procedure of the Divi- 
sion. Some of these recommendations are of con- 
siderable interest to the hospitals. As a matter 
of fact, the members of the committee on Sim- 
plification and Standardization of Hospital Fur- 
nishings, Supplies, and Equipment of the Amer- 
ican Hospital Association have had a conspicuous 
part in the development of a number of simplifica- 
tion programs for such items as bedsteads, springs 
and mattresses, bed blankets, hospital beds, hos- 
pital chinaware, hospital and institutional cotton 
textiles, adhesive plaster, surgical gauze, hospital 
plumbing fixtures, hypodermic needles, fast sel- 
vage terry towels, surgical dressings, ete. Fur- 
ther reference to these recommendations will be 
made later on. 


Simplified Practice 


Simplification is prompted by commercial ex- 
pediency rather than by technical necessity. Per- 
haps I should make it clear at the outset that there 
is a difference between simplification and stand- 
ardization. We find that the word “standardiza- 
tion” is very loosely used to describe a broad field 
of activity, ranging all the way from work in pure 
science to methods of wrapping packages. In our 
own work we try as far as possible to avoid using 
the words “standardization” or “standard,” using 
“simplification” or “simplified practice” instead. 


The distinction between the two has been ex- 
pressed in somewhat the following terms: “stand- 
ardization is a positive approach to a problem, its 


Presented before’ the Purchasing Agents’ Session. American 
Hospital Association Convention, Atlantic City, September 16, 
19387. 

*Publication approved by the Director of the National Bureau 
of Standards of the U. S. Department of Commerce. 
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function being to determine and establish definite 
standards of design, materials, or performance. 
Simplification is a negative approach, its function 
being to select from existing standards those 
which are of the greatest importance, and concen- 
trate production on those.” Standardization is 
creative, while simplified practice is selective. 
Certain features of railway practice offer striking 
illustrations of the distinction between the two. 


In the early days of railroading, each road de- 
termined its own track gauge to suit its particular 
needs or desires. As the railroads expanded, in- 
terline business developed, thereby necessitating 
interchangeable standards. The railroads got to- 
gether and adopted what is now called standard 
gauge for track. This was one of the early exam- 
ples of true simplified practice on a nation-wide 
scale. True standardization consisted in the de- 
termination by engineers of the exact distance 
between rails and of other equipment, such as 
height of couplers above rail. From the stand- 
point of simplified practice, however, it did not 
matter whether the distance between rails is 4 
feet 814 inches or some other figure; the essential 
feature being uniformity. 


Considering technical standardization and sim- 
plified practice in this way, as distinct activities, 
another difference appears. The bulk of technical 
standardization work is done by individuals or in- 
dividual firms, in designing new products or per- 
fecting existing products. On the other hand, 
practically all simplification is the result of group 
effort, not only among the manufacturers of a 
product, but among distributors, users, and all 
others interested in that product. Simplified prac- 
tice has been applied to the product of certain in- 
dividual firms, but its maximum benefits can be 
secured only when it is applied throughout an 
entire industry. 


The industry is constantly improving the tech- 
nique of its attack on costs of production and dis- 
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tribution, through a growing reliance upon sim- 
plification and standardization as two of manage- 
ment’s most effective weapons. The effective use 
of these weapons has rewarded American indus- 
try in its efforts to reduce the spread between the 
prices of raw materials and the cost of finished 
products. 


Eliminating the Non-essentials 


In this program to eliminate the non-essentials 
and establish a simplified list of recommended 
sizes, types, dimensions, grades, etc., for manu- 
factured products, the Division of Simplified 
Practice has had the close cooperation of the Na- 
tional Association of Purchasing Agents. This 
group has not only been instrumental in propos- 
ing Simplified Practice Recommendations but the 
members have given their support to many 
programs of simplification proposed by various 
industries. Furthermore, the Association was 
represented on the Planning Committee of the 
Division of Simplified Practice for a number of 
years and has had a very active simplification 
committee. 


In your capacities as purchasing agents or ad- 
ministrators for hospitals, you are in a strategic 
position to determine when and how to apply the 
principles of simplified practice to the items you 
buy. You are also in a position to suggest items 
in need of simplification. In carrying out such 
a course of action, you may always depend upon 
the use of the facilities of the Division of Simpli- 
fied Practice, and you may be sure that your sug- 
gestions for new projects will receive the Divi- 
sion’s closest study and attention. 


Accomplishments in Industry 


Let me run rapidly over some of the things that 
have been accomplished by industries through the 
application of the principles of simplified prac- 
tice to their respective products. After all, you 
are interested in results and advantages obtained 
through simplification. 


For example, the electrical industry has simpli- | 


fied lamp bases. Not so many years ago it was 
difficult to know just what to buy without giving 
precise specifications. Today the sizes of lamp 
bases are standard and the superfluous varieties 
of incandescent lamps have been eliminated. The 
number of voltage standards have been reduced 
from ten to three. Simplification, standardiza- 
tion, and intelligent management generally have 
all contributed to this achievement. 


The railroads have applied simplified practice 
in their purchases and stores, and their stores, as 
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you can well imagine, include just about every- 


thing. One large railway system, in its stocks of 
paints and varnishes, brass and copper tubes and 
sheets, fire brick and non-ferrous rods and metals, 
reduced the number of sizes, kinds, and varieties 
from 140,000 to 78,000. It is obvious that the 


. labor and time spent in inventories, maintaining 


records, replacing stock, etc., have been greatly 
reduced. 


Recommendations covering building and con- 
struction materials, metal products, tools, ceramic 
products, textiles, paper products, mechanical 
supplies, material handling equipment, various 
types of containers, etc., as well as general sup- 
plies for private homes and institutions have 
passed through the regular procedure of the Divi- 
sion of Simplified Practice. 


Simplified practice has been applied to com- 
mercial documents of various kinds. Warehouse 
receipts, stock delivery forms, etc., were formerly 
made up in a thousand variations. Now there is 
one standard form for each of these documents. 
In the same manner bank checks, deposit slips, 
etc., were made in an infinite variety of sizes and 
dimensions. These also have been simplified to a 
standard form for each one. It is just as sensi- 
ble, of course, to have standard dimensions for 
bank checks as for paper money. Invoice, inquiry, 
and purchase order forms have also been simpli- 
fied. The “Simplified Invoice” which is a consoli- 
dation of the “National Standard” and the “Uni- 
form Invoice,” was proposed by the National 
Association of Purchasing Agents. 


Simplified Practice Recommendation for Hospitals 


I have already mentioned some of the items of 
particular interest to the hospitals. It may be 
of interest to mention some of the reductions in 
varieties made possible through the adoption of 
these simplified practice recommendations. 


We are agreed, I think, that a recommendation 
or standard is of doubtful value unless its exist- 
ence and purpose are generally known and fol- 
lowed. A very important step in our procedure, 
therefore, is the matter of periodic resurvey to 
ascertain the status of Simplified Practice Rec- 
ommendations to determine whether or not a revi- 
sion is necessary to keep the program in line with 
best current practices within the industry. The 
initial action on the part of any industry in adopt- 
ing a simplified list of sizes and varieties of a 
given community is based on current conditions. 
The demand for particular sizes and types of 
products may be directed toward entirely differ- 
ent items as time goes on. Industry must have 
available a method whereby it may keep in step 
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REDUCTION 


IN VARIETIES THROUGH 


See: PUI oni beens ewda wks vee 
Length 
R24-87 Hospital Beds ...............06. Width 
Height 
R40 EO ere re rrr 
R74-30 Hospital and Institutional Cotton Textiles 
RSG-2S Adhesive Plaster ....... 2.20200. ceces. 
ee PPP eee Tee 
R119-31 Fast Selvage Terry Towels............. 
R106-3@ Hospital Plumbing Fixtures 
R108-34 Hypodermic Needles 
R133-32 Surgical Dressings 


with the changes necessary to keep a recommen- 
dation up to date and abreast of current practice. 
Hence the necessity for this very important step 
in our procedure. 


At the request of your Committee on Simplifi- 
cation and Standardization, a resurvey was made 
some months ago among a selected list of hos- 
pitals to ascertain the variety in sizes of hospital 
beds in use at the present time, and to determine, 
if possible, the degree of adherence to the sizes 
recommended as standards in Simplified Practice 
Recommendation 24. The data thus obtained re- 
vealed some very interesting information. 


An essential corollary to the application of a 
Simplified Practice Recommendation is the adop- 
tion of adequate means of keeping the project con- 
stantly before the consumer through identifica- 
tion of the simplified list of items in handbooks, 
catalogs, advertising, etc. The Division of Sim- 
plified Practice has been able to assist manufac- 
turers and distributors in carrying out the ex- 
pressed wishes of the consumer in this regard. 
The number of such specific references in trade 
literature is steadily increasing. In several in- 
dustries the accepting manufacturers are follow- 
ing the practice of identifying the simplified lists 
of sizes and varieties of their products so that the 
purchasers may know which sizes and varieties 
are the recommended standards. 
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SIMPLIFIED PRACTICE RECOMMENDATIONS 


Reduction Reduction 
From To Per Cent 
78 11 86 
33 1 97 
34 { 1 Ward 91 
{ 1 Institutional 

| 1 Private Room 
44 1 98 
700 345 51 
454 26 94 
26 15 42 
70 29 59 
74 6 92 


No figures available 
No figures available 


No figures available 


The Manual of Standard Specifications 
for Hospitals 


The Committee has conceived the idea that it 
would be an excellent thing to include all the Sim- 
plified Practice Recommendations and commercial 
standards of interest to hospitals in one manual. 
This would undoubtedly result in a wider use of 
the recommendations and a closer adherence to 
the simplified types and varieties promulgated 
therein. An effort was made to get this manual 
printed by the Department of Commerce but so 
far we have not been successful due to the fact 
that there are no funds available for this purpose 
at the present time. We hope some way may be 
found to have this manual printed and placed in 
the hands of the administrators and other offi- 
cials of the hospitals responsible for purchases. 
This would certainly fit in with the scheme of 
identification of the simplified list of items in 
handbooks. 


Obviously, the value of any simplification pro- 
gram is measured by the degree or extent of its 
actual application or use. Such projects, however 
meritorious, do not “sell” themselves; their use- 
fulness must be demonstrated. 


The most rapid and widespread adoption of a 
recommendation is not obtained by waiting for its 
superiority over former practice to become evi- 
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dent through the process of “trial-and-error.” In- 
stead, it is essential in the interest of waste elimi- 
nation that the advantages inherent in the 
program be thoroughly and persistently empha- 
sized and demonstrated. Only in this way can its 
value be brought home effectively. 


A number of Simplified Practice Recommenda- 
tions have already received an adherence of more 
than 90 per cent by volume of annual output. If 
each producer, distributor, and consumer will do 
his part toward discarding non-essentials and 
specify simplified lines when buying, adherence 
will approach 100 per cent. Obviously, the higher 
the adherence to each specification recommenda- 
tion, the greater will be the benefits to all con- 
cerned. 


The Benefits of Simplified Practice 


The striking growth and expansion of simplified 
practice afford ample evidence that executives in 
every kind of business realize the necessity of 
proper balance between production, design, and 
sales, and realize also that simplification, intelli- 
gently applied, benefits all three. In attempting 
to measure in dollars and cents the benefits gained 
through simplified practice, it is obviously impos- 
sible to make even a general estimate covering 
all savings. The only figures available are those 
furnished by the industries which have developed 
simplified practice projects during the past 16 
years, under the auspices of the Division of Sim- 
plified Practice. These figures are further limited 
to direct savings, and in most cases to savings 
accruing to manufacturers. The division has 
endeavored to secure figures from every industry 
with which it has cooperated. It has not been 
possible to get them in every case, but the total 
of those submitted by the various industries has 
shown direct savings averaging more than $250,- 
000,000 annually. Savings made by individual 
firms through simplifying their own products 
have never been estimated as a whole. 


The manufacturer also benefits from simplified 
practice through simplification of purchases, and 
through more comprehensive planning and more 
effective investment in inventories. Business 
failures resulting from frozen inventories of raw 
and finished stock are minimized. Many produc- 
tion problems can be more effectively handled, 
such as those brought about by the necessity of 
frequently readjusting machinery for the produc- 
tion of slightly different items. Employee train- 
ing is made easier and this in turn is reflected in 
quality improvement. Simplified practice tends 
to smooth out the irregularities of seasonal opera- 
tion by making it possible to manufacture for 
stock in dull seasons with less danger of obso- 
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lescence. Reduction of inventories, both of raw 
materials and finished stock, releases invested 
capital, reduces interest charges, makes handling 
easier, and releases storeroom space for other 
purposes. The movement of goods is facilitated 
through concentration of sales effort in fewer 
varieties. As the manufacturer is thus better 
enabled to meet competition, the probability of 
his running his plant continuously is increased, 
and the security of the employee’s job is also in- 
creased. Steady work means steady earnings 
and sustained purchasing power. In this way 
simplification operates to strengthen business in 
general. 


Wholesale and retail distributors are also bene- 
fited by simplification. Inventories are not tied 
up by slow-moving varieties of stock. Since the 
simplified line is selected on the basis of known 
demand, faster turnover can be secured. The dis- 
tributor can give better service, as there are 
fewer chances of his being “just out” of the item 
sought. 


The ultimate consumer pays all the bills in the 
long run, hence is directly concerned in any pro- 
gram which results in saving money in the manu- 
facture or distribution of the products he buys 
at retail. His interest in simplified practice is 
therefore direct, though too infrequently ex- 
pressed or even realized. The benefits he gains 
from simplified practice accrue to him primarily 
through industrial competition. If a manufac- 
turer reduces the total cost of his product, he may 
be able to retain a portion of his savings, but 
sooner or later he will take advantage of reduced 
costs to seek more business, through reduction 
in price, improvement in quality, or better service. 
The distributor does likewise, and the consumer 
gets the final benefit in price, quality, service, or 
otherwise. 


In considering benefits to the consumer, it 
should be emphasized that the ultimate consumer, 
who buys end products at retail for his individual 
use, is not the only one to be classified as a “user” 
of manufactured products. In each successive 
step in production and distribution, from raw ma- 
terial to finished article, the product of one indus- 
try may become the raw material for the next. 
Only a few of our largest industries, notably 
in the automotive and fuel groups, control the 
entire process of production and distribution 
of any one product. Even those few buy a certain 
proportion of materials and parts, and practically 
all equipment and tools, from other manufactur- 
ers. The consequence is that with negligible ex- 
ceptions every industry and individual is a “con- 
sumer” of some products made by others. Even 
though a manufacturer, large or small, may turn 
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out a highly specialized article in which he con- 
siders variety as essential, he still has to buy and 
use products in which excessive variety will cause 
waste and unnecessary expense to him. 


Causes of Excessive Variety 


In view of the important benefits gained through 
simplification, as now thoroughly proved by ex- 
perience, the question is sometimes raised as to 
why it is not universally applied. The effect of 
individual taste on the design of goods for per- 
sonal use is obvious. In the field of non-style 
goods, or any goods in which style and taste are 
not controlling factors, there are other influences 
which tend toward increasing variety. These in- 
fluences, while always present, are accentuated 
during any period of depression, accompanied by 
a buyers’ market. It is during such periods that 
variety is likely to increase most rapidly. As a 
result, periods of general economic recovery are 
marked by increased demand for simplification. 


On the one hand is the factor of production 
cost, pulling strongly and at all times toward sim- 
plification. Opposed to it are several factors 
pulling in the opposite direction. Invention and 
new development constitute one factor, but its 
influence and strength are intermittent and vari- 
able. Another factor, always present to some ex- 
tent and greatly strengthened during the buyers’ 
market, has been called “the pull’ of the sales 
department. The job of that department is to 
sell goods. Usually the income of its staff mem- 
bers is at least partly dependent on volume of 
sales. Consciously or otherwise, a good salesman 
is inclined to strain a point to give the customer 
what he says he wants, even though it happens 
to be something out of the regular line. 


A third factor which often has a strong influ- 
ence toward variety is the desire of technical men 
to create something new, and to impress their 
individuality upon the product. This desire is 
not only natural, but most valuable, for without 
it there would be no development or improvement. 
Something new, something different, may mean 
something better. On the other hand, it may be 
just different. Some one must decide, basing his 
decision not on technical excellence alone, but on 
all factors, with economic results as his final 
measuring stick. 


Production, design, and sales are interdepend- 
ent, and no one of them can be allowed undue 
influence. In a going concern, the three factors 
are in “dynamic balance.” If during a period of 
stress, the head of a business yields to the pull of 
the sales department, perhaps backed by that of 
the technical staff, and increases the variety of 
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product on the theory that it will help to keep the 
factory going, his competitors are likely to follow 
suit. Before long, a new “number” has been 
added to the line throughout an entire industry. 
As a temporary business expedient, such action 
may be justified in particular cases. The trouble 
usually is, however, that such an increase in va- 
riety is likely to be permanent, and eventually 
result in waste and expense all the way to the 
consumer. Something of this sort has happened 


at one time or another in practically every indus-. 


try of any size or permanence. The establishment 
of simplified practice and its recognition as an 
essential function of-management have gone far 
to prevent or correct such difficulties. In cases 
where a simplified practice recommendation has 
been put into effect in the industry, the periodic 
review by the standing committee has a strong 
influence in checking undue increase in variety, 
or in reducing variety at least to previous levels 
as soon as possible. 


The beneficial effect of simplified practice in 
fields other than financial and economic has oc- 
casionally been questioned by individuals who see 
in simplification and standardization a threat of 
the destruction of individuality. This criticism 
presupposes that a variety for its own sake is 
desirable in every kind of article and commodity. 
The fallacy of such a supposition is obvious to 
anyone who has even a general acquaintance with 
the products and methods of industry. It is 
doubtful if anyone would seriously contend that 
176 different kinds of lamp bases would be pref- 
erable to one standard, or that every typewriter 
should have a different keyboard arrangement. 


The underlying principle may be expressed 
briefly by saying that the value of simplification 
and standardization increases as the factors of 
style, taste, individuality, or artistic expression 
become less important. No one wants drab uni- 
formity in clothes or furniture or house decora- 
tion; on the other hand, no intelligent person 
would consider that variety for its own sake was 
desirable in steel bars, or metal lath, or paving 
bricks. Simplification, like any other sound and 
useful activity, is fundamentally based on com- 
mon sense. 


It should be recognized that simplified practice 
is most effective when applied to commodities or 
products in which style and individual taste are 
minor factors. Newer industries usually find it 
advisable to delay the establishment of a Simpli- 
fied Practice Recommendation until inventive 
genius and practical experimentation have had full 
opportunity to establish current best practice, and 
demand has given a definite indication of the 
users’ preference. 
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Those commodities in which certain qualities 
are the controlling elements or which must meet 
the requirements of special technical or engineer- 
ing purposes sometimes lend themselves more 
readily to standardization than to simplification 
alone. Even in such cases, however, simplified 
practice will frequently clear the way for a stand- 
ardization program. When applied at all, it should 
be preliminary to standardization, since the elimi- 
nation of superfluous types and sizes will permit 
technical groups to concentrate their standardiz- 
ing efforts on essential items. 


Future Applications of Simplified Practice 


Considering the extent to which simplification 
has become a vital factor in industry and com- 
merce, the question of its future possibilities is 
pertinent at this time. Broadly speaking the 
surface has barely been scratched. Not only are 
there numberless manufactured commodities to 
which simplification has never been effectively 
applied, but new fields of application are con- 
stantly developing. Leaving out of consideration 
all efforts of individual firms or small groups to 
simplify their products, opportunities for simpli- 
fied practice on a national scale, throughout whole 
industries, are probably greater today than in 
1921. A great majority of projects carried 
through under the auspices of the Division of 
Simplified Practice have applied to reductions in 
variety of dimensions of manufactured articles. 
A few have covered simplification of printed 
forms. Others have covered packaging and pack- 
ages. At least one has covered sizes and classifi- 
cation of a natural product. Dimensional simpli- 
fication will unquestionably be extended to a great 
many more industrial products. With it will 
come a wider application of the same principle 
of reduced variety, in types, capacities, and other 
characteristics of hundreds of commodities. Sim- 
plification will be studied and applied in advance, 
when new products are being developed, thus 
avoiding waste in production and marketing in- 
stead of waiting until such waste has become a 
burden. 


A considerable proportion of future simplified 
practice recommendations will undoubtedly cover 
cases such as those just described. It seems 
highly probable, however, that there will be a 
strong trend toward further simplification of every 
kind of commercial form. A start has been made 
on hospital forms but these represent only a sinall 
fraction of the possibilities. Another probable 
trend will be toward simplification of methods and 
processes for performing various functions and 
operations, both mechanical and clerical. Com- 
paratively nothing has been done on a national 
scale in this field, except in the case of the very 
largest basic industries, and then mostly by rail- 
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roads and public utilities. Individual firms have 
in most cases established simplified methods, some 
having attained a high degree of simplification 
within their own organizations. A few trade as- 
sociations have done successful work in connection 
with establishing uniform cost and accounting 
methods. There still, however, is an almost un- 
explored field for further cooperative effort along 
these lines, particularly among industries which 
lack strong centralized organizations. 


The Problem of Distribution 


Perhaps the most important trend, measured 
by possible savings, lies in the general field of 
distribution. For more than 30 years the major- 
ity of our American engineering and inventive 
genius has been devoted largely to problems of 
production. There is today an enormous quantity 
of information available, covering what may be 
called the “science of production.” No comparable 
information has been compiled on the subject of 
distribution, and practically none on that of 
physical distribution, with the possible exception 
of transportation. This is partially due to the 
fact that physical distribution of most finished 
products (commodities sold to the ultimate con- 
sumer) is accomplished through more than one 
agency. With a few exceptions, these agencies 
are wholly uncoordinated. The most outstanding 
instances of lack of coordination may perhaps be 
found in the distribution of food products, but 
there are many other commodities in which con- 
ditions are just as wasteful. 


Containers 


Even though each successive link in the chain 
from raw material to consumer may be operating 
efficiently if considered by itself, loss, waste, and 
inefficiency may come in at each point where one 
link joins the next. Opportunities for coopera- 
tion, simplification, and coordination in this field 
are so enormous and widespread that it would be 
impossible to list even a large proportion of them. 
Certain specific opportunities, however, are obvi- 
ous, as, for example, in the design and use of con- 
tainers. A start has been made in this field, but 
years of concentrated effort will not exhaust the 
possibilities. Simplified practice recommendations 
are already in effect covering such items as glass 
bottles and jars for a few commodities, certain 
types of barrels and drums, packaging of bolts and 
other small articles, ice cream containers, and 
set-up and folding boxes used for dry goods. 
“Primary” containers such as these, in which the 
actual products are first packed, are made in count- 
less types, materials and designs. In some in- 
stances, container design is highly individual, for 
advertising purposes. In the vast majority of 
cases, however, individuality is largely confined 
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to labels, and the opportunity for reducing variety 
in shape and dimensions is limitless. 


In “secondary” containers, meaning those in 
which a quantity of primary containers are 
packed, the field is virtually untouched. One 
recommendation is in effect covering paperboard 
secondary containers for canned fruits and veg- 
etables. Individual firms have adopted their own 
standards for carrying thousands of products. 
No general effort has been made, however, to sim- 
plify similar containers used by different indus- 
tries, and in relatively few instances do we find 
simplification throughout any one industry. Many 
products require'a third container for shipment, 
carrying a certain number of secondary contain- 
ers. The same situation as regards unnecessary 
variety applies with equal force to shipping con- 
tainers, and in addition to the usual advantages 
of simplification, a further advantage can be 
gained through reduction in variety of packing 
and stowing methods for shipment in freight cars, 
trucks and other transportation equipment. Sim- 
plification of both kinds of containers would not 
only reduce their cost, but would result in sub- 
stantial savings in cost of handling, storing, load- 
ing, and unloading. 


Container simplification is closely related to sim- 
plification of machines and equipment for han- 
dling materials and goods. Opportunities for such 
simplification cover almost every kind of machine 
or device used for such purposes. The only Sim- 
plified Practice Recommendation in this field so 
far covers dimensions of skid platforms. Other 
projects are under consideration covering indus- 
trial trucks, trailers, conveyors, and several other 
kinds of equipment, but they represent only a 
fraction of the possibilities. Both containers and 
material handling equipment must necessarily be 
studied in their relation to transportation equip- 
ment, rail, water, highway, and possibly air. The 
standard railway box car has been the only unit 
nationally recognized as standard, though the 
railways are making a continuous and successful 
effort to reduce variety in car dimensions and 
numerous other items. While 100 per cent coor- 
dination may be impracticable, the opportunity 
for accomplishing a high degree of coordination is 
tremendous. Simplification will be the largest 
factor in accomplishing it, and perhaps the most 
important point to be emphasized is that each suc- 





cessive step in this far-reaching program will pay 
for itself many times over. 


The Beneficial Influence of the Division on 
Simplified Practice 


Experience has demonstrated the benefits of 
simplified practice in hundreds of industries where 
it has been intelligently applied and maintained. 
Simplified practice has become fully recognized as 
an essential function of modern management, and 
there is no longer any question as to its economic 
value. Such benefits as conservation of natural 
resources, improvement in quality and service, 
and stabilization of labor, cannot be accurately 
measured in terms of dollars and cents. The work 
of the Division of Simplified Practice has had a 
profound influence on all industry, increasing as 
its results became apparent. That influence has by 
no means been local, or even national, in scope. 
It has extended to foreign countries in three con- 
tinents and in at least one instance, in Australia, 
it has been evidenced by direct adoption of the pro- 
cedure used here. In this country, the principles 
and methods used to develop simplified practice 
have found their way into the operations of the 
federal government, state government, hundreds 
of industrial and commercial groups and organiza- 
tions, and into the literature of business economics 
management, engineering, and education. A 
number of universities have already incorporated 
the subject of simplified practice in their courses 
on economics, business management, and engi- 
neering. 


In cooperation with not only government but 
other agencies, such as the American Standards 
Association, and the American Society for Testing 
Materials, the Division of Simplified Practice as- 
sures American industry adequate facilities, expe- 
rience and help in establishing sound recom- 
mended practices. 


In all this work we have enjoyed the close co- 
operation of the American Hospital Association. 
Your interest and constructive suggestions have 
been appreciated, and we trust you will continue 
to use the facilities of our Division in connection 
with the cooperative effort to establish recom- 
mended types of commodities best adapted for 
hospital use. 





Alice Home Hospital, Lake Forest 


Plans to erect a new building for the Alice 
Home Hospital, Lake Forest, Illinois, neared com- 
pletion when it was announced that Mrs. John G. 
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Shedd has donated $100,000 to the building fund 
as a memorial to her daughter, Mrs. Charles H. 
Schweppe. 

Mrs. Schweppe, at one time a director of the 
hospital, died last April 22. 
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Wage and Hours Bill 


While it is considered that hospitals are not in 
interstate commerce and therefore would not be 
subject to the Wage and Hours Bill that has been 
under the consideration of Congress, yet it was 
thought best to have the position of hospitals de- 
fined so that there would be no misunderstanding. 
Accordingly arrangements had been completed 
by the Joint Committee of the American, Catho- 
lic, and Protestant Hospital Associations, to have 
the intent of Congress made a matter of record, 
so that hospitals would have been declared exempt 
from the bill, if passed. 


The Bill, S. 2475, was recommitted to the Labor 
Committee by vote of the House of Representa- 
titves on December 17. This means that there 
will be no further action on the bill at the Special 
Session. Should the bill be revived at the Regular 
Session, effort will be renewed to have hospitals 
declared exempt from the provisions of such a 
bill. 


Fair Trade Practice Bills 


H. R. 8148, introduced by Congressman Fran- 
cis E. Walter of Easton, Pennsylvania, would ex- 
empt ...” hospitals and charitable institutions 
not operated for profit and supported in whole 
_ or in part by public subscriptions” from the pro- 
visions of the Robinson-Patman Act. Congress- 
man Walter is a trustee of the Easton Hospital 
of Easton, Pennsylvania, and very much inter- 
ested in the welfare of hospitals. He hopes to 
secure early action on this bill in the coming regu- 
lar session of Congress, which convenes January 
3, 1938. Should an opportunity arise, it is advis- 
able that each hospital request its Congressman 
and Senators to support this bill. 


H. R. 4722, introduced by Congressman Pat- 
man of Texas, would make it unlawful to offer 
for sale and sell at retail to consumers any com- 
modities produced or manufactured where the 
effect would be to lessen competition or create a 
monopoly. The Committee on Interstate and 
Foreign Commerce began hearings on this bill, 
which were adjourned to January 4, 1937. It 
would appear that this bill would be inimical to 
hospital purchases and it will be carefully 
watched. 


S. 3008 was introduced by Senator Davis of 
Pennsylvania. It would exempt governmental 
and charitable purchases from the 1914 Act 
against unlawful restraints and monopolies, per- 
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mitting hospitals to receive price differentials. 
This would appear favorable to hospitals and will 
be given further attention. 


National Housing Act 


S. 3055 and H. R. 8520, covering amendments 
to the National Housing Act was introduced upon 
request of the President. This would reinstate 
the former provision in the National Housing Act 
that expired April 1, 1937, including the author- 
ization of federal insurance loans to hospitals up 
to $10,000 for modernization of buildings. Loans 
for installation of equipment and machinery are 
excluded in the amendment. This bill will un- 
doubtedly pass. 


Social Security Act 


S. 2867 and H. R. 8066, introduced by Senator 
Sheppard and Congressman Sumners, both from 
Texas, respectively, would exempt student nurses 
from the Social Security Act. These bills are of 
interest only to taxable hospitals, at this time, 
although it may be of interest to all hospitals in 
the future. It is hoped to secure action on these 
bills at the regular session after January 3rd. 
Those interested in the passage of these bills 
should contact their senators and congressman. 


Bureau of Internal Revenue 


This Bureau has begun a survey of all tax ex- 
empt associations and corporations to determine 
whether the character of the organization has 
changed since exemption was originally granted 
so that it no longer is exempt or whether it is 
engaged in commercial pursuits which should be 
taxed, even though the organization may be not 
for profit. 


The questionnaire being sent to hospitals asks 
(1) regarding any change in organization; (2) 
regarding new activities adopted or any that may 
have been abandoned; (3) description of any ac- 
tivity influencing legislation; (4) statement show- 
ing salaries or payments to any administrative 
officer, shareholder, or trustee, and reason for 
payment; (5) statement covering number of pay, 
part pay, and free patients; (6) statement show- 
ing assets and liabilities, and receipts and dis- 
bursements for latest accounting period. 


The Bureau apparently is looking for further 
sources of revenue, but assurance was given that 
no new regulations or interpretations would be 
in effect regarding hospitals. However, hospitals 
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must show that they are charitable in character 
to continue exempt, non profit organization alone, 
not being sufficient. Hospitals are therefore ad- 
vised in answering the questionnaire, to empha- 
size the amount of charitable service given. 


Bureau also stated that minor contributions to 
the work of a representative committee, such as 
the Joint Committee, would not be construed as 
comprising a substantial activity for the influence 
of legislation. Accordingly no report need be 
made of them, because it is not an activity of the 
hospitals. 


Entry of Canadian Nurses Into United States 


The Bureau rescinded the rule whereby nurses 





could enter this country without payment of fees 
for six months under the provision for special 
engagements. The Bureau stated that this was 
intended for such persons as concert artists and 
should never have been extended to nurses. 


They further stated that nurses have always 
been exempt from immigration provisions relat- 
ing to contract labor. Accordingly, Canadian 
nurses will be admitted without any time restric- 
tion, if application is made through regular chan- 
nels, that is, by obtaining a visé from the Ameri- 
can Consul at a cost of $10.00 and upon payment 
of the $8.00 head tax—a total cost of $18.00. 
They may then remain in the United States in- 
definitely. P 





Coal 


The hospital administrator should view coal not 
as a standardized commodity but as a vehicle for 
conveying potential heat from the mine where it 
is produced to the place in the hospital where 
the heat is needed. 


The measure of the heat value in the coal is 
in British thermal unit, the amount of heat re- 
quired to raise one pound of water one degree 
Fahrenheit. The bituminous coals vary from 
9,000 to 15,000 B.t.u. per pound and thus the 
lowest grade at $4.50 per ton has no more heat 
units per dollar of cost than the best grade at 
$7.50 per ton. 


A responsible authority has recently estimated 
that the average industrial plant does not get 
more than 50 cents of the possible value out of 
his coal dollar. And there is no reason to believe 
that the hospital does any better than the indus- 
trial user. In fact it probably does not do as 
well. The wastes are from two sources, about 
one-half in improper burning of the coal and an 
equal amount in the utilization of the steam it is 
used to make. 


The heat from the coal is directly dependent 
on its carbon content. This carbon is in both 
volatile and non-volatile, or fixed, form. The 
fixed carbon in bituminous coals varies from as 
low as 45 per cent to more than 76 per cent of 
the total. When coal is first heated the volatile 
is given off in the form of smoke and if this is 
allowed to escape up the chimney a large part of 
the heat value of the coal is wasted. Even with 
the best of hand firing, a coal suited to that meth- 
od will rarely give an efficiency of more than 55 
per cent while stoker firing may give as much as 
65 per cent to 67 per cent and pulverized coal 
methods may run up to 75 per cent. 
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This is based on a coal selected for the purpose 
and it should be remembered that selection ‘means 
an accurate fitting of the type of coal to the com- 
bustion apparatus in which it is to be used. If 
the coal is not well selected the wastage will be 
proportionally greater. 


It is a common observation that the adoption 
of improved coal selection and firing and control 
methods lower the cost per pound of steam as 
much as 12 per cent to 15 per cent. Installation 
costs for such improved methods of mechanical 
firing will usually pay their cost in less than three 
years. Indeed stoker manufacturers are willing 
to install their apparatus and take their pay in 
the reductions in fuel cost. 


With fuel costs taking from 3 to 8 cents of the 
hospital dollar, no superintendent can afford fail- 
ure to make a careful study of the possibility 
of material reduction in his operating costs. 


sn leat 


How Do You Live? 


You may bring to your office and put in a frame 
A motto as fine as its paint, 
But if you’re a crook when you’re playing the 
game, 
That motto won’t make you a saint. 
You can stick up the placards all over the hall, 
But here is the word I announce: 
It is not the motto that hangs on the wall, 
But the motto you live that counts. 
If the motto says “Smile” and you carry a frown; 
“Do it now,” and you linger and wait; 
If the motto says “Help” and you trample men 
down; 
If the motto says ‘‘Love” and you hate— 
You won’t get away with the mottoes you stall, 
For truth will come forth with a bounce— 
It is not the motto that hangs on the wall, 
But the motto you live that counts. 
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The Psychiatric Department in the 
General Hospital 


SAMUEL W. HAMILTON, M.D., New York City 


has not been especially welcome in the general 

hospital. It is commonly expected that one 
psychiatric patient will squirm and grimace, an- 
other will be noisy and a third will commit suicide. 
We may retort that since the epidemic of en- 
cephalitis we have become tolerant of the person 
who grimaces and squirms; that the children’s 
service and the obstetric service are much noisier 
than any psychiatric service; and that in spite of 
a very vigorous policy of applying mechanical re- 
straint and using huge doses of sedatives when an 
abnormal mental condition is found among the 
patients in medical and surgical wards neverthe- 
less suicides occur there. 


Piss not neem is a branch of medicine that 


The Increasing Trend of Psychiatric Services in 
General Hospitals 


It is most gratifying to be able to tell you that 
the trend at present is strongly toward increasing 
the number of psychiatric services in general hos- 
pitals. The old ones like Bellevue Hospital in New 
York and the Philadelphia General Hospital grew 
out of almshouses. In 1902 came a notable ad- 
vance by the Albany Hospital which under the 
lead by Dr. J. Montgomery Mosher established a 
psychiatric service in a special pavilion. This was 
no outgrowth of an almshouse, for the almshouse 
was an entirely different institution. This devel- 
opment attracted deserved attention, but progress 
was slow. Perhaps it was the inclusion of the 
psychiatric service in the Henry Ford Hospital in 
1923 that made such an arrangement seem re- 
spectable to the profession at large. The notable 
experience of that hospital well presented on occa- 
sion by Dr. Thomas J. Heldt has had much to do 
with persuading hospital men in other cities that 
they too can better their hospitals by adding 
psychiatric service. 


The National Committee for Mental Hygiene 
has of course been deeply interested in this matter 
from the time it was founded. The three men 
who have occupied successively the position of 
medical director have advocated these psychiatric 
developments in their printed words and in per- 
sonal interview. Committees have labored for it. 
Whenever the Committee has had an active divi- 
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sion on hospital service, that division has brought 
to bear whatever helpful influences could be mo- 
bilized on general hospital boards that were plan- 
ning large developments. 


The most inspiriting demonstration from our 
standpoint is the city of Omaha. With a popu- 
lation of only 225,000 it maintains psychiatric 
services in five of its hospitals. This has not come 
about by accident but by the energetic yet tactful 
promotion of the plan by a few physicians who 
knew what could be done. The space and location 
allotted are not in every instance ideal, the equip- 
ment is not always just what the physicians would 
like most, but they are doing a notable piece of 
work, and one that I feel sure will soon be much 
more familiar in other centers than it is at the 
present time. 


The Educational Values of Psychiatric Services 


The need of such a service is perhaps felt most 
strongly in the university hospitals where medi- 
cal students are taught. The recognition that 
any sound medical education must include a good 
course in psychiatry has found general—but not 
yet universal—recognition. When university 
teachers establish a new service they are likely to 
require excellent space and installations; our fin- 
est psychopathic hospitals have been developed 
with the teaching function definitely in mind. 


Physicians wish the best for their patients and 
will not long be satisfied to let the university hos- 
pitals have a monopoly. It comes about, there- 
fore, that other hospitals install whatever is con- 
sidered essential in the new arrangement and pro- 
ceed to give their clients the benefit. So the 
movement spreads! 


The Movement in Great Britain 


This movement is under way in Great Britain 
also. Here is a resolution that was discussed and 
adopted in a meeting of the National Council of 
Women in 1936: 
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“That the National Council of Women request 
His Majesty’s Government to investigate the great 
need for the provision of small establishments in 
connection with municipal hospitals, under proper 
psychiatric direction, with special facilities for 
the in-patient treatment of early and/or mild cases 
of nervous and mental disorder, and urges that 
these establishments should be staffed by spe- 
cially trained nurses including some with a knowl- 
edge of occupational therapy.” 


The need for such services is very great. No 
longer are our households endowed with a plenti- 
ful supply of maiden aunts and with sympathetic 
male members who understand the handling of 
dumb animals and inferentially the management 
of confused human beings. Urbanization of the 
people and specialization of the nursing function 
has caused hospital treatment of all sorts of sick- 
ness to expand tremendously. Of course what is 
good management in obstetrics will some day be 
required in psychiatry. We do not live in such a 
way that we can take care of our sick at home as 
our grandparents did and we have a right to ex- 
pect that hospitals will offer suitable accommoda- 
tions. 


The Psychiatric Service Must Be Under Medical 
Control 


It is essential to have such a service entirely 
under medical control. I quote from Diethelm: 
“The details of routine and management are so 
closely related to treatment that satisfactory de- 
cisions cannot be made by a lay person.” Many 
problems of personality are too vital, too compli- 
cated and too embarrassing (when ill handled) 
to entrust to any one else. If the service is small, 
the attending psychiatrist and his assistant will 
have to be unusually attentive men and very gen- 
erous with their time. Fortunately psychiatrists 
generally fall into such a category. There is much 
that cannot be left to the intern until he has been 
some time on the service. Hence if the resident 
physician changes frequently, his decisions must 
be reviewed frequently. The situation is improv- 
ing in this regard, for so many medical schools 
have good courses in psychiatry now (in contrast 
to the indifferent ones that used to be given) that 
many of our recent graduates are as well informed 
on psychiatric matters as was a German graduate 
twenty or thirty years ago. Such men can be 
entrusted with considerable responsibility. 


The Careful Selection of Personnel 


The further organization of the service must 
be carefully done. Says Diethelm: “It is essen- 
tial that not only the nurses but all the persons 
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who have dealings with patients be selected from 
a therapeutic point of view.” One starts with the 


- supervisor or head nurse. Nurses with psychi- 


atric training are not too numerous. They are in 
great demand in mental hospitals, in private nurs- 
ing and in administrative positions. Unless one 
can be found already trained, it is well to send 
a nurse of good personality to a psychiatric hos- 
pital for a six, nine, or twelve months’ course in 
psychiatric nursing. This plan was followed by 
one of the St. Louis hospitals, for instance. 
Nurses who have not had definite psychiatric ex- 
perience under the best of instruction have the 
current attitude of other services, to the effect 
that “anybody who is nutty” ought to be put in 
restraint or else given large doses of sedatives so 
that he will be continuously stupid and inactive. 
Such an attitude on the part of the head nurse 
would be very detrimental to the patient and very 
hampering to the physician. It is desirable that 
every floor nurse should have had some psychi- 
atric experience so that she will not only do what 
is best for the patient but will also give sound 
guidance to the pupil nurses who work alongside 
her and perhaps under her direction. The ward 
maid and the porter ought to be selected with a 
view to their suitability for such a task; if they 
are unsympathetic, tactless, or afraid, they may 
do harm that cannot be erased by the physician 
in many an hour. 


The Male Nurse in the Psychiatric Service 


Something should be said here about the male 
nurse. The supply is far from excessive and the 
best trained ones are in great demand. Their 
number is not diminished by marriage as is the 
case with the women nurses, but a large number 
of them find their way into executive positions, 
some unfortunately becoming entirely lost to thé 
nursing field. I am not unaware that in many 
high nursing quarters the training of men is 
viewed with scorn. Such persons are not only 
prejudiced but ignorant. We know whereof we 
speak and have seen what can be done. A school 
that selects its candidates carefully and gives 
them as thorough a training as girls of the same 
age get, and maintains any decent sort of pro- 
fessional standards will be rewarded by a high 
level of fine nursing. It may be remarked that in 
Europe the management of mentally sick men is 
most often in the hands of male nurses of more 
or less training and the use of women nurses for 
such work is viewed with skepticism. That po- 
sition is a mistaken one. On the other hand, there 
is no reason why a woman nurse should be in 
charge of all nursing procedures, except the rea- 
son that a man with equal training may be hard 
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to find. Such trained men are very desirable on 
a psychiatric service in a general hospital. 


Where trained men cannot be found, orderlies 
should be taken who are as reliable and experi- 
enced as possible. In all probability both groups 
of men will have to be drawn upon to cover the 
male service satisfactorily. 


So far as popularity is concerned, a certain 
psychiatric service in a purely private general hos- 
pital had for many months the highest admission 
rate of any service in that institution. Every 
community has many patients who recognize very 
keenly that they are “nervous” and wish help for 
it. Some of them go to the state hospital but the 
state hospital is not always so organized that it 
can take care of such a problem in the way in 
which its staff would like. Moreover, there are 
a great many patients who cannot be induced to 
go to the state hospital in their own neighborhood 
and unless they get sick enough to be forced to go 
they will stay out to their own detriment and to 
the confusion and embarrassment of their rela- 
tives and friends. A great many of these will go 
to the general hospital and enter a psychiatric 
service willingly. At any rate that has already 
been the experience of such hospitals. 


Types of Cases Admitted 


As to the types of cases admitted, we are in- 
debted to Dr. Heldt, who quoted this table to the 
Medical Society of the State of New York in 1928: 


Table of Diagnoses—1928 
With Psychoses 


No. Per Cent 
Senile Payehoses .. 0. scescccces 8 6.1 
Brain Tumor with Psychosis...... 1 0.8 
Alcoholic Psychoses ............. 5 3.8 
Dementia Preee0k 2... ccc cceces: 34 26.0 
Psychopathic Personality with Psy- 

IN 6 Sah deed Vanewewe sees 4 3.1 
Gomernl Paralyas ... 6. eee c cnn es 13 9.9 
Manic Depressive Psychoses...... 13 9.9 
Involutional Melancholia ......... 8 6.1 
Pe ee 8 6.1 
Psychoses with Somatic Disease... 5 3.8 
Post Partum Psychoses.......... 10 7.6 
Traumatic Psychoses ............ 2 1.5 
Psychoses with Mental Deficiency. 3 2.3 
Undiagnosed Psychoses .......... 17 13.0 

BD :1NG ARCA Shanes eae 131 100.0 


Without Psychoses 


No. Per Cent 
eo a 226 36.9 
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No. Per Cent 


Symptomatic Mental Depression... 65 10.6 
Brain and Nervous Diseases...... 58 9.5 
DEI 6. hd aiicaiscuawers 42 6.9 
Arteriosclerosis, Cerebral ........ 47 7.7 
SN Ta, es Bes cob hod wcadacaes 33 5.4 
Ss invcasae beadusak eens 22 3.6 
Psychopathic personalities ....... 12 2.0 
GE I soa 6 vod 6d ows wh HK 8 8 1.3 
Ei: BUND sons va ocx oh ees. 5 0.8 
aii Won xo ee ew ose 2 0.3 
Other Comd@itions  ......sccecsées 92 15.0 

Bs «zs Sued aera 612 100.0 

Summary 


No. Per Cent 


Wie: PO 5.0 os oes Scene’ 131 17.6 
Without Psychoses .............. 612 82.4 
CO Po kc avenues 743 100.0 


Patients for whom the easiest admission is 
gained to such a service are the psychoneurotics 
with their palsies or their panics or their compul- 
sive states, the delirious patients that have de- 
veloped their disorders on other services, and pa- 
tients with obvious neurological disabilities. Since 
it is often difficult to differentiate schizophrenia 
from an hysterical or compulsive neurosis, the 
quieter schizophrenes will soon be acceptable to 
everybody. Since manic patients may be less dif- 
ficult to care for than are some restless delirious 
patients, one may sometimes find space for a well 
managed manic. Retarded manics are commonly 
thought by the laity and by many physicians to 
have psychoneuroses, so they are acceptable in 
such a service. Since many patients with gen- 
eral paresis are not difficult to manage under 
proper nursing, the general hospital is already 
willing to accept them for fever treatment; they 
display some disturbances of gait or other mus- 
cular function rather than obtrusive mental symp- 
toms. So the circle widens. 


Let it be granted at this point that mistakes 
might be made and that thoroughly undesirable 
patients might be accepted by an over-enthusias- 
tic psychiatrist or an uninformed intern assistant. 
Such mistakes need not be made and so far as I 
can learn from my friends very few such mis- 
takes have been made. Improper cases may have 
to be sent away. Improper cases are already sent 
away from other services without causing any 
particular stir. 


There usually is a considerable latitude of 
transfer between services in a hospital with neu- 
ropsychiatric service. Still more valuable seems 
to be the consulting work that is done by the 
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psychiatrists on the various services. Many pa- 
tients remain in the medical or surgical service 
because of the advice given by the consultants 
and these are just the patients who, under other 
arrangements, might be shipped out of the hos- 
pital to an institution such as an observation 
ward in an almshouse or to the state hospital 
itself. 


Physical Therapy 


The psychiatrist usually has a keen apprecia- 
tion of the benefits of physical therapy. Skillful 
use of the prolonged bath is sometimes the envy 
of other specialists who wish to use similar pro- 
cedures. The psychiatrist is usually well ac- 
quainted with several forms of electrotherapy, 
heat therapy, occupational therapy, the restora- 
tive value of organized sports. A _ psychiatric 
service that has such facilities is soon called upon 
by the chiefs of other services to take some of 
their patients in or to let some of the special 
therapists go to other services. Such an inter- 
change is wholly healthy and desirable. 


Mention may be made of some of the modern 
scientific installations that simplify the problems 
of nursing; the prolonged bath given in a port- 
able tub as described by Dr. Heldt, or more simply 
in a room especially arranged, air conditioning 
which greatly reduces the restlessness and in- 
clination to expressions of noisy dissatisfaction 
when muggy weather overtakes the community, 
sound deadening by celotex or special plasters on 
the ceiling and side walls, maxim silencers or 
other mechanical devices on the windows, and 
double doors with a resulting air lock, specially 
strong fly screens giving just that measure of 
security to the windows that will save the ad- 
ministration some worry. 


It is a pleasure to present a list of 37 general 
hospitals now maintaining psychiatric services. 
To these may be added six general. hospitals main- 
tained by the Veterans’ Administration, each in- 
cluding a psychiatric service. This is a pleasant 
showing but still very far below what we seek. 
The number is increasing; still we know of three 
psychiatric wards that have been given up. There 
are other hospitals that maintain, and admit that 
they maintain, psychiatric service but only for 
patients who can be cared for in medical or other 
wards. We know of four such hospitals and have 
no doubt that there are more. 


Albany Hospital, Albany, New York 

Bellevue Hospital, New York, New York 

Bishop Clarkson Memorial Hospital, Omaha, Ne- 
braska 

Charles V. Chapin Hospital, Providence, Rhode 
Island 
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Cincinnati General Hospital, Cincinnati, Ohio 
Cleveland City Hospital, Cleveland, Ohio 


’ Cook County Hospital, Chicago, Illinois 


Creighton Memorial St. Joseph’s Hospital, Omaha, 
Nebraska 

Douglas County Hospital, Omaha, Nebraska 

Fresno County General Hospital, Fresno, Califor- 
nia 

Gallinger Municipal Hospital, Washington, D. C. 

Good Samaritan Hospital, Cincinnati, Ohio 

Grasslands Hospital, Valhalla, New York 

Henry Ford Hospital, Detroit, Michigan 

Indianapolis City Hospital, Indianapolis, Indiana 

John Sealey Hospital, Galveston, Texas 

Jersey City Hospital, Jersey City, New Jersey 

Johns Hopkins Hospital, Baltimore, Maryland 

Kansas City General Hospital, Kansas City, Mis- 
souri 

Kings County Hospital, Brooklyn, New York 

Letterman General Hospital, San Francisco, Cali- 
fornia 

Los Angeles County General Hospital, Los Ange- 
les, California 

Massachusetts General Hospital, Boston, Massa- 
chusetts 

Mounds Park Hospital, St. Paul, Minnesota 

Nebraska Methodist Episcopal Hospital, Omaha, 
Nebraska 

Newark City Hospital, New Haven, New Jersey 

New Haven Hospital, New Haven, Connecticut 

New York Hospital, New York, New York 

Parkland Hospital, Dallas, Texas 

Philadelphia General Hospital, Philadelphia, Penn- 
sylvania 

Rochester Municipal Hospital, Rochester, New 
York 

St. Francis Hospital, Pittsburgh, Pennsylvania 

San Francisco Hospital, San Francisco, California 

State Psychopathic Hospital University of Iowa, 
Iowa City, Iowa 

University of Michigan Hospital, Ann Arbor, 

’ Michigan 

University of Minnesota Hospital, Minneapolis, 
Minnesota 

Walter Reed General Hospital, Washington, D. C. 


May one add a word of hope that among the 
superintendents who are in session at this time 
some more will throw their influence with their 
boards and their attending staff for the estab- 
lishment of these needed, popular and beneficent 
arrangements. 


Several tables have been prepared by our statis- 
tician, Dr. Joseph Zubin, to give numerically some 
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idea of the capacity of these psychiatric services 
and professional personnel attached to them. 
These figures come from 37 local hospitals and 
six in the Veterans’ Administration. 


In these 37 hospitals there were 62,549 admis- 


sions to the psychiatric wards during 1936. The 
average daily resident patients population in 
these wards was 2,840.8. There were 230 physi- 
cians (including interns) devoting full time to the 
psychiatric wards in these hospitals and an ad- 
ditional 143 physicians who devoted part time. 
For ease in computation, all part-time physicians 
were arbitrarily regarded as devoting half time 
to the service; consequently the total of full-time 
‘equivalent physicians was 302. The number of 
patients in average daily residence per physician 
in the median hospital was 9.3 and the ratio of 
admissions to physicians was 100. 


Comparing the number of admissions to the 
number in average daily residence, it would ap- 
pear that the average patient in the median hos- 
pital spends about a month in the psychiatric 
wards. The total rated capacity of the psychi- 
atric wards was 2,905 beds and the per cent oc- 
cupancy during the year was 86.3. The total 
nursing staff, including graduate nurses, general 
duty nurses, attendants and orderlies, was 1,303 
and the ratio of patients to nursing personnel in 
the median hospital was 1.7. There were 25 insti- 
tutions (70.7 per cent) having 58 occupational 
aides. 


Table A 


FACTS ABOUT THE PSYCHIATRIC WARDS 
IN THE GENERAL HOSPITALS—1937 


In6 
Veterans’ 
In 37 Admin- 
General istration 
Hospitals Facilities 
Percentage occupancy of beds. 80- 95.3 
Ratio of annual admissions to 
it cons baawdsen 100 90 
Ratio of patients to nursing 
Se! k Welle G eed washes ees ie 5.2 


Ratio of patients in average 
daily residence to physicians. 5.7 50 
Per cent of hospitals having so- 


Oe Ws ki Sac cid ea ee 65.9 100 
Per cent of hospitals having oc- 

cupational aides ........... 70.7 100 
Duration of hospitalization 

CES occ icateidetaeteus 25 80 


There are 42 social workers in 27 hospitals and 
the patient load per social worker was 68.2. The 
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remaining 14 hospitals (34.17) had no social 
workers. 


In the six Veterans’ Administration Facilities 
having psychiatric wards there were a total of 
2,890.8 patients in average daily residence, and 
a capacity of 3,032 beds. The percentage occu- 
pancy was 95.3 per cent, with two of the hospi- 
tals overcrowded slightly. There were 40 full- 
time physicians and 9 part-time physicians as- 
signed to the treatment of the psychiatric pa- 
tients or the equivalent of 44.5 full-time physi- 
cians, yielding the ratio of 50 patients per phy- 
sician in the median hospital. There was a total 
of 3,582 annual admissions and a ratio of 90 ad- 
missions to each physician in the median hospital. 
The patient load for the nursing staff in the me- 
dian hospital was 5.2 patients. All of these hos- 
pitals had at least one occupational aide and at 
least one psychiatric social worker. The average 
length of stay of patients in the median hospital 
was about 80 days or nearly 3 months. This is 
more than 3 times as long as the average stay in 
the psychiatric ward of the non-federal general 
hospitals and 12 hospitals (29.3 per cent) that 
had no occupational aides. 


Tables B to F show the distribution of hospi- 
tals by various characteristics. Table B shows 
the ratio of annual admissions to physicians. 
Four hospitals—Kings County Hospital, Brook- 
lyn, New York; Albany Hospital, Albany, New 
York; Gallinger Municipal Hospital, Washington, 
D. C., and Los Angeles County General Hospital, 
Los Angeles, California—or 10 per cent of the 
total had more than 600 admissions to each phy- 
sician. On the other hand, 8, or fully 20 per cent 
of all the hospitals, had less than 40 admissions 
per physician. Table C gives the ratio of pa- 
tients in average daily residence to physicians. 
Table D shows the per cent occupancy. Six hos- 
pitals, or about 15 per cent of the total, had a 
per cent occupancy of less than 70, while 9 hos- 
pitals, or fully 22 per cent, had a per cent occu- 
pancy exceeding 90 per cent. Table E shows the 
ratio of patients to nurses and attendants. There 
were two hospitals with a ratio of patients to 
nurses and attendants in excess of 4, while 14, or 
nearly 34 per cent, had a ratio of less than 114. 
Twelve hospitals, or 29 per cent of the total, re- 
ported not having occupational aides and 5, or 12 
per cent, did not answer this question. The ratio 
of patients to occupational aides varied all the 
way from 1 to over 96. Fourteen hospitals, or 
34 per cent of the total, reported that they did 
not have any psychiatric social workers. In 5 of 
the hospitals the ratio of patients in average daily 
residence to social workers varies from 1 to over 
100. The ratio of admissions to social workers 
in the median hospital was about 180. 








Table B 


RATIO OF ANNUAL ADMISSIONS TO PHY- 
SICIANS IN PSYCHIATRIC WARDS OF 
GENERAL HOSPITALS—1937 


No. of Annual Veterans’ Adminis- 
Admissions General Hospitals tration Facilities 


Per Physician No. Per Cent No. Per Cent 
600-1,600 4 9.8 es ee 
200-599 5 12.2 1 16.7 
140-199 2 4.8 2 33.3 
100-139 5 12.2 1 16.7 

60- 99 7 17.1 2 33.3 
20- 59 6 14.6 
Less than 20 3 7.3 
Unknown 9 22.0 


Total 41 100.0 6 100.0 


The median general hospital has 100 admis- 
sions per physician. The median Veterans’ Ad- 
ministration Facility has 155 admissions per phy- 
sician. 


Table C 


RATIO OF PATIENTS IN AVERAGE DAILY 
RESIDENCE TO PHYSICIAN IN PSYCHI- - 
ATRIC WARDS OF GENERAL 
HOSPITALS—1937 


Patients— Veterans’ Adminis- 
Per General Hospitals tration Facilities 
Physician Number Percent Number Per cent 
Above 40 2 4.9 rs 33.8 
19-40 4 9.8 3 50.0 
11-18 7 17.1 1 16.7 
1-10 21 51.6 
Unknown 7 16.8 
Total 41 100.0 6 100.0 


The median general hospital has a ratio of 5.7 
patients per physician. The median Veterans’ 
Administration Facility has a ratio of 37.3 pa- 
tients per physician. 


a 


Valuable Equipment Donated to 
Nova Scotia Hospital 


The Sutherland Memorial Hospital at Pictou, 
Nova Scotia, has benefited by the recent acquisi- 
tion of a very valuable gift of surgical instruments 
donated to the hospital by Dr. Alexander Prim- 
rose, of Toronto. The donor, who was formerly 
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Table D 


PER CENT OCCUPANCY OF BEDS IN PSY- 
CHIATRIC WARDS OF GENERAL 
HOSPITALS—1937 


Veterans’ Adminis- 


Per cent General Hospitals tration Facilities 
Occupancy Number Percent Number Per cent 


100 and over 4 9.8 1 16.7 
95-99.9 1 2.4 1 16.7 
90-94.9 4 9.8 ei adv 
85-89.9 3 7.3 1 16.7 
80-84.9 4 71.3 1 16.7 
75-79.9 4 9.8 2 33.3 
70-74.9 5 12.2 es 
65-59.9 3 1.3 
60-64.9 3 7.3 

Unknown 11 26.8 
Total 41 100.0 6 100.0 


The median general hospital has a percentage 
occupancy of 80. The median Veterans’ Admin- 
istration Facility has a percentage occupancy of 
87.5. 


Table E 


RATIO OF PATIENTS TO NURSING STAFF 
IN PSYCHIATRIC WARDS OF GENERAL 
HOSPITALS—1937 


Patients 

per Nurse Veterans’ Adminis- 
Attendant, General Hospitals tration Facilities 
and Orderly Number Per cent Number Per cent 


Over 4.0 2 4.8 4 66.7 
2.5-3.99 6 14.7 2 33.3 
1.0-2.49 23 56.2 ae 
Less than 1 4 9.8 
Unknown 6 14.6 
Total 41 100.0 6 100.0 


The median general hospital has a ratio of 1.7 
patients per nurses, attendants, and orderlies and 
the median Veterans’ Administration Facility has 
a ratio of 4.38 patients per nurses, attendants, and 
orderlies. 





Dean of the Faculty of Medicine at the University 
of Toronto and was President of the Canadian 
Medical Association a few years ago, has retired 
from active practice, and in doing so gave his en- 
tire surgical equipment, which was quite exten- 
sive, to the hospital in the town of his birth. This 
gift was made through Dr. George A. Dunn, of 
Pictou, and is greatly appreciated by the staff 
of the hospital. 
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Controlling Costs by Reports 


GEORGE L. DAVIS, New York City 


pendent to a considerable extent upon the 

presentation of complete and adequate reports 
to the administrator. The interpretation which 
he gives to the information therein contained, as 
well as the use which he makes of such data, de- 
termines the value of the reports. 


Tox efficient management of a hospital is de- 


Reports, no matter how comprehensive they 
may be, are of little value unless they are actually 
studied and used. The larger the organization 
the more revealing should: be the data. An ad- 
ministrator therefore should examine the con- 
tents with an eye to constructive changes in the 
methods and practices of the institution. 


Such reports to the administrator can be class- 
ified under two separate headings: (1) regular 
periodic reports; (2) unusual occurrence reports. 
This discussion relates entirely to those of the 
first group; the purpose of such reports is to 
advise the administrator as to the performance 
of the organization. Unusual occurrence reports, 
such as those which notify the administrator of 
accidents to patients, visitors, and employees, re- 
ports as to changes in the condition of patients 
and others of this classification are eliminated 
from consideration here. 


Using the Financial Statement 


The financial statement should be more valuable 
from an administrative standpoint than many 
others. This report should be made on a regular 
monthly basis and should reflect a consolidated 
statement of the corporation as a whole. Statis- 
tical facts should be used to completely support 
the financial statement. It might be well to send 
a copy to each member of the Board before the 
meeting, to give these who are interested an op- 
portunity to study the facts; discussion of the 
hospital’s finances is then facilitated at the 
meeting. 


By analyzing this monthly report, a true pic- 
ture of the actual costs of operating the various 
departments can be had. Needless to say such 
figures also give the indirect expenses, for the 
benefit of the department heads. The value of 
the monthly financial statement even on the di- 
rect basis cannot be over-estimated. Income is 
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presented by sources and statistics supporting 
the same, thereby enabling departmental reve- 
nues to be checked with performance. The same 
holds true with the expenses and should be so 
arranged that the current month of the present 
year can be compared with that of the previous 
year; accumulated expenses to date should like- 
wise be presented on the same basis. Further- 
more, it is important that the accumulated figures 
be compared with the budget for a like period 
showing the “overs” and “unders.” 


Department heads can be taken into confidence 
concerning the condition of their own accounts. 
Discussion of financial statements at meetings of 
department heads is helpful, but whether such 
procedure is advisable depends on the particular 
organization. A better method perhaps is to talk 
to department heads individually, especially where 
the budget has been exceeded. At that time the 
expense ledger can be pulled out for a more care- 
ful analysis of the expenses; the situation can be 
reviewed to see whether the increased department 
performances and income warrant the increase in 
expenses. If there is no satisfactory correlation, 
an explanation should be requested with refer- 
ence to these increased expenses. 


Cost of Supplies Drawn from Stores 


Another useful report is one based on the num- 
ber of patient days by floors. This report is used 
in conjunction with a statement of the cost of sup- 
plies, etc., drawn from stores. Charges are made 
in a lump sum on the financial statement, but are 
kept separately by nursing floors to be entered in 
the expense ledger. The figures can be used to 
good advantage to show the cost per patient day 
of the various items and then be applied to com- 
pare one floor with another. If the cost of one 
floor rendering the same number of bed days as 
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another is not relatively the same, an inquiry 
should be in order. This report should be dis- 
cussed with the director of nursing. 


Department Laundry 


Laundry costs can be checked by an exchange 
system for linens. Each floor should be provided 
with a standard supply. The soiled linens are 
sent to the sorting room in bags marked by floors 
and departments. On the following morning the 
same quantity of soiled linen is replaced by clean 
supplies; consequently a count is kept. In using 
this record, one can tell which floor is over-ex- 
travagant with linens and the average pieces per 
patient day, inasmuch as the patient days by 
floors have already been computed. 


Monthly Food Control 


Every hospital administrator is, of course, in- 
terested in his food costs. Food is about the larg- 
est single item outside of the payroll. Food costs 
are figured by the steward on the consumption 
basis each week. At the end of the month he 
presents his food control report, which gives the 
number of meals, broken down by type of serv- 
ices. The unit cost of each type is thus figured. 


Monthly Departmental Service Reports 


To support the monthly financial statement by 
facts, the departments should report the monthly 
services rendered. These reports go directly to 
the accounting department to be incorporated in 
the report submitted by the comptroller. The 
figures as reported are accumulated by the ac- 
counting department. At the end of the year 
the figures are checked with the annual report as 
rendered by the several departments. 


Reports of the Engineer 


The superintendent of maintenance reports 
pounds of steam and K.W.H. of electrical energy 
used, also pounds of ice pulled. A report of this 
nature helps to keep consumption of such items 
down to a minimum. 


Graph of Patient Days 


The daily census of patients is reported un- 
doubtedly in each institution, but daily reports 
of the number of patients by classification (pri- 
vate, semi-private, and ward) is more useful for 
graph purposes. The figures are plotted daily. 
An illustration of a graph which has proved in- 
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structive on many occasions is one which at a 
glance shows the trend of occupancy and so al- 


’ most forecasts the outcome for the month. When 


speaking to the treasurer, the administrator can 
use the graph to great advantage. 


Patient Days by Referring Doctors 


This type of report keeps record of the patient 
days according to referring doctors. Here too the 
statistics are kept under patient classification, 
i.e., private, semi-private, and ward. The doctors’ 
names are not used but are coded. Such a record 
is of especial interest to the medical director. 


Census of Delayed Charts 


Costly in efficiency, if not in actual money, are 
delayed patients’ charts. The exact cost of such 
delay is intangible and, perhaps, impossible of 
measurement, but there is little doubt that the 
delay results in an actual loss to the institution. 
Speeding up the completion of charts is helpful 
in many ways. 


The system of merely reporting the number of - 
charts which are turned in late and the lateness 
in time is of small value. This method results in 
many a chart being kept out beyond the allowed 
time and sometimes the chart is incomplete. In 
other words, while the damage is reported, it is 
not eliminated. A better basis is to have a ten 
day limit for the completion of records and for 
turning them into the record room. 


The record librarian’s report should show each 
month how many charts are incomplete and how 
many days they have already exceeded the ten 
day allotted period, giving the names of the doc- 
tors in each case so that the responsibility for 
the delay can be fixed. The record librarian keeps 
a tickler system and knows daily the number of 
charts late and outstanding. With this method 
of reporting delayed charts, the burden is placed 
on the medical secretary who keeps after the 
doctor to complete his records. That the results 
of this method have been gratifying can be seen 
by the experience of the Neurological Institute 
of New York, where, within one month’s time the 
number of late records was reduced from 292 to 
159. The former figure represents the last month 
of the old scheme; the latter the first month of 
the new procedure. Further experience has dem- 
onstrated that, as time goes on, the tendency is 
for the number of late charts to become fewer 
until all records are completed and delivered 
within the allotted time. 
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How the Buyer Can Save Money Through 
Research and Salvage 


JAMES F. BEST, New York City 


search and salvage is very broad in its scope. 
If I cover a range of high spots, it will be be- 
cause of the latitude granted by this subject. 


Ts subject of saving money through re- 


The Advantages of Standardization 


It is both fitting and proper that this paper 
start off with what was considered by the two 
institutions, in which I have worked, as an abso- 
lute essential for economic purchasing, namely, 
standardization. Standardization has a number 
of advantages. It insures a uniformity of articles 
used for the same purpose throughout the hos- 
pital. This is of distinct merit in a teaching insti- 
tution where student nurses and medical students 
are circulating from one service to another. It 
has been a means of cutting to a minimum the 
chances of accumulation of dead stock, not only 
in the storeroom, but in the pavilions as well. Re- 
placement costs will be less, as for instance, in the 
repair of glass syringes, where a new barrel or 
plunger can be provided for the unbroken part at 
a substantial saving over the price of a complete 
new syringe. Standardization also means less 
stock carried in the storeroom, with consequent 
minimum of capital tied up for one standardized 
item, which upon research, may serve two or three 
purposes. It is assuredly of immense help to the 
purchasing department, for, with the insistence 
that suppliers only bid on the specifications that 
are given, prices can be fairly judged and the 
awards made with the knowledge that, whoever 
supplies the merchandise, it will meet specifica- 
tions or be rejected by the receiving department. 


How Institutions May Accomplish Their 
Standardizations 


In accomplishing standardizations the following 
procedure has been found successful: A commit- 
tee was formed, comprised of the executive head; 
superintendent of the school of nursing; profes- 
sional representatives of the medical, surgical, 
private pavilion, obstetric and gynecological, pedi- 
atric and out-patient departments; purchasing 
agent; and the storekeeper. All items of interest 
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to these professional services were exhibited and 
their features and desirability discussed pro and 
con, after which they were accepted or rejected. If 
rejected, other samples were obtained for a future 
meeting, and this procedure carried on until the 
complete stock list was standardized. This set-up 
applied to articles related to nutrition, linens, 
drugs, housekeeping, and administration depart- 
ments, as well, the committee changing according 
to items presented. This standardization is religi- 
ously maintained and can only be changed when a 
reasonable suggestion is offered by a member of 
the department or the purchasing agent. A suffi- 
cient quantity of the item suggested is either do- 
nated or purchased, for trial in one particular sec- 
tion, and if proven economically and efficiently 
sound, a “change of standard” form is made out 
bearing the name and stock number of the new 
item, the reason for the change, the name and 
stock number of substituted item and the quantity 
on hand. The minimum and maximum of the new 
item to be carried in the storeroom is also deter- 
mined at this time. A notation appears on this 
sheet stating, “That all old stock must be used up 
first before the new merchandise is introduced.” 
Of course, if this procedure is unsound from an 
economic or professional angle, steps are imme- 
diately taken to dispose of the discarded merchan- 
dise with as little loss as possible, so that there 
will be no accumulation of dead stock. This form 
is signed by the executive head, purchasing agent, 
storekeeper, and other representatives interested. 


You may feel that this preamble on standard- 
ization is straying away from the subject, but ex- 
perience has proven to us that it is an important 
factor in the matter of purchasing savings. 


Economic Standardization 


Now, let us look at some of the angles of speci- 
fication in this economic standardization. I be- 
lieve that the term, “economic standardization” 
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is important. Important not only from its eco- 
nomic use, but also from a labor standpoint, an 
angle which some few individuals fail to take 
into consideration. 


Floor Waxes 


Let us review the floor waxing problem. Here 
labor is a very important item. Do you realize 
that your labor costs, the wear and tear on your 
waxing machine, and the brushes costs more than 
the quantity of wax used to cover a given area? 
Then, is it not good common sense to delve into 
the qualifications of wax that will cut this labor 
and wear expense and at the same time preserve 
your floors? We accomplished this result in this 
manner. Our experiment was on a well traveled 
corridor and approximated twenty-four feet to 
each of six well known waxes. Three of these 
were in the one dollar a gallon class and the other 
three in the two dollar class. Samples of each 
wax were sent the laboratory in the college to de- 
termine the wax content, the degree of hardness, 
and the type of solvent. With this information we 
could determine the length of time the wax should 
stand up and whether or not it was injurious to 
our floors. Two coats of each was applied to its 
respective twenty-four feet and a record was kept 
of the amount used, the time consumed in prop- 
erly drying and burnishing, and the length of time 
required before the necessity of re-waxing. With 
the product we finally selected, floors did not have 
to be re-waxed except every four to six months, 
depending upon the extent of travel. This saved 
a tremendous amount of labor for proper re-wax- 
ing means, in addition, a complete cleaning of sur- 
face. 


Paper Towels 


Another test was made on paper towels. With 
this product we had three elements to consider— 
the drying proclivities, the human element, and 
the ultimate cost per person. Although the dry- 
ing properties were important, we definitely knew 
that most persons would pull at least two towels 
regardless of the fact that one would do, and, if 
not absorbent enough or not of sufficient tensile 
strength, as in the cheaper towels, they would pull 
more than two. So we concentrated on the happy 
medium of the quality that would dry sufficiently 
with the use of two towels. The price naturally 
not being as high as the most expensive, we cut 
our cost per person. The same procedure also 
applied to toilet paper. 


Mattresses 


We recently had to buy additional mattresses 
and through our own experiences and research we 
found that by paying 5 per cent more we could 
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get a few more and better springs and, in addi- 
tion, double our guarantee from 5 years to 10 
‘years. 


You, perhaps, are saying to yourself that this 
fellow is not talking about economical buying at 
all, for he buys the more expensive floor wax, not 
the cheapest paper towels, and now he is paying 
more for mattresses, but the cheapest buy is not 
always the most economical and the end results 
should govern your purchasing judgment rather 
than price alone. These results can only be de- 
termined through research and experience. 


Linens 


Let us turn to the laundry. Our laundry super- 
intendent not only handles our washing problems 
but our reserve linen supply as well. Here consid- 
erable research has been done, for we have a 
$180,000 circulating linen standard to maintain 
and protect. We have washed and ironed sheets 
which have gone through 700 washings. We have 
washed blankets a sufficient number of times to 
determine the shrinkage and the loss of weight 
after carding. Here again labor is an important 
factor, for in the ultimate life of a sheet, pillow 
case, towel, or piece of clothing, it will cost more 
to launder the article than it originally cost and, 
—as you know in hospitals because of frequent 
changes—more linen is worn out in the laundry 
than on the bed, so that it would pay to buy on 
recognized standard specifications. Another item 
in which labor is involved is sorting. If you have 
different linens for your public and private pa- 
vilions and your personnel, you could save consid- 
erable money in sorting by having a colored stripe 
run the entire length of the article. 


Laundering Procedures 


Some considerable research was also done with 
the actual laundering procedures saving several 
thousands of dollars per year. By the use of me- 
chanical devices on our wash wheels such as wash- 
ometers which automatically dump the water at 
the end of a given time and valves which auto- 
matically mix the water at the proper tempera- 
ture and shut off when the proper height is 
reached, we have eliminated one man on our wash- 
room floor, the expense saved paying for the appa- 
ratus in a couple of years’ time. 


By experimentation, we found that we could use 
the cheaper soap chips of the larger manufactur- 
ers at a saving of 14 cent per pound. As we use 
approximately 60,000 pounds per year, there was 
a little saving there. In the matter of knitted pad 
coverings versus steel wool pads, it was proven 
with the latter, that production could be stepped 
up because of a drier surface, better work accom- 
plished, and less money involved for replacement. 
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ONLY THESE SOLUTIONS ARE VACOLITER PROTECTED 
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Bumpers 


Considerable research has also been done on our 
professional equipment, a few of which I shall 
mention. On movable equipment, bumpers are 
absolutely essential. There is a word to conjure 
with—bumpers. Have you seen door jambs and 
doors battered and marred, chunks broken off 
wall cornices, side walls with the paint removed, 
and great gouges above baseboards and at about 
the height of stretchers? All are due to lack of 
sufficient and proper bumpering. Beds, over-bed 
tables, examining tables, stretchers, laundry and 
storeroom trucks, and heated food trucks all mak- 
ing their constant rounds are possible causes of 
damage unless properly bumpered. 


Sanitary Pads 


Our obstetrical supervisors are in accord that 
we should have an eight ounce cotton filled sani- 
tary pad. Here again we are spending more 
money than is usually spent. But let us look at 
the end results. Cotton pads today do not cost 
much more than cellulose, their absorption quali- 
ties are much greater and over a wider area and 
because of these factors require less changing 
and are a greater protection against bedding and 
clothing soilage. We cut one corner of expense 
by having them covered in 14/10 mesh gauze. 
The same was true of urological dressing pads 
where the gauze is only an outside covering and 
therefore 14/10 gauze was used at a saving. 


Glass Tubing and Safety Pins 


All our connecting tubes are of heat resistant 
glass. Is that fellow buying the most expensive 
item again? But—we have had nurses out with 
cuts and one with a cut tendon for over two 
weeks. Steel safety pins are purchased which 
cost more but which go through diapers easier, 
eliminating the possibility of pricked fingers and 
possible infection through attempting to force a 
bent brass pin. 


Gas Machines 


We investigated and experimented with our gas 
machine and by trying out the soda lime filters for 
the rebreathing method, we found that we not 
only got a smoother anesthesia but saved enough 
gas in one year to pay for the additional appa- 
ratus. 

Instruments 


We next turned our attention to instruments in 
our operating rooms and determined, by replac- 
ing worn out pieces with stainless steel, we could 
pay for them in three years, taking into consider- 
ation the cost of repair and replacement of carbon 
steel instruments, also having a better tool to 
work with and a permanent investment. 
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Sterile Solutions 


Our sterile solution department attracted our 


‘attention from the standpoint of expense of cap- 


ping flasks. We were using gauze, a good grade 
of cotton, paper caps, and tape. Investigation 
and experimentation were gotten under way and 
from this developed a method saving from $700.00 
to $800.00 per year. The completed scheme called 
for two octagonal pieces of cellophane for an inner 
lining holding a cheap cotton-batting stopper with 
a single cellophane cap secured by a latex rubber 
band. 


Sterile Packages 


Small sterile packages for pavilions and out- 
patient departments used to be wrapped in double 
twilled jean but now a Kraft paper wrapper cuts 
the expenses of washing and expensive replace- 
ment of the cloth. 


X-ray Materials 


In the x-ray department, because of its size, we 
are in a position to buy the raw material making 
our own developers and fixers at considerable sav- 
ing. A $35.00 enlarging projector was first tried 
out and, because of its ability to bring out in 
greater detail dental x-rays and portions of the 
larger films eliminating the necessity of expensive 
re-takes, was later purchased. An accurate rec- 
ord is kept of each tube hour service and with this 
record we are able to obtain greater tube allow- 
ances if the tube life has not delivered a recog- 
nized performance. We are now experimenting 
with the making of our own gall bladder dyes 
which, if proven satisfactory, will cut our costs in 
this direction. 


Printing 


The size of our institution led us to look into 
our printing costs. We got an offset printing ma- 
chine on approval and went to work for six 
months. Our results showed that we bettered our 
previous printing costs by 33% per cent and two 
other printing experts’ costs by 12 to 15 per cent. 
We did not fool ourselves either in the costs we 
figured. Taken into consideration were: rental of 
space, electricity, depreciation of twenty per cent 
per year, repairs guaranteed at $50.00 per year, 
paper costs plus two per cent spoilage, supervi- 
sion, labor for setting up and running at a cost 
per hour above what the man was getting, cost 
per thousand for inks and solutions, price charged 
for film and the finished negative, and the cost of 
the stencil. The machine actually paid for itself 
within the year. I must warn you, however, that 
there must be sufficient volume to accomplish such 
results. A salesman told us about cheaper mimeo- 
graph stencil. Some were tried out on our daily 
menus and we found them to be satisfactory. Now 
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“A balance of qualities...” 


NEW types and varieties of sutures are 
constantly needed to meet advances in 
surgery, but the fundamentals of suture 
dependability remain unchanged. 
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we use them on all forms where the stencil is only 
to be used once at a saving of $0.80 a quire. 


Typewriters 


In the matter of buying typewriters, we believe 
in fitting the machine to the job so that, if a ma- 
chine is requested for a position where the typing 
is only two or three hours a day, we buy a rebuilt. 
We get the same one year guarantee as a new one 
and when the time comes to trade in, there is very 
little difference in the allowance, whereas we have 
saved $25.00 to $30.00 on the original investment. 


The Use of Packages and Old Paper 


Let us make a visit to the rear platform where 
there are collected the empty drums which are 
non-returnable, the empty potato bags, soap bar- 
rels, garbage and grease which are salable. We 
feel that this salvage business can be carried too 
far. For instance, complete egg crates can be 
sold for two or three cents per piece, yet they re- 
quire considerable labor to complete them and 
take up a lot of space, but, if we do not sell them, 
we must use an expensive amount of gas in our 
incinerator. The same holds true for newspapers. 


Garbage 


Garbage can be sold at 10 cents per tin per day 
if we have a required number but never having 
the requisite quantity, which speaks well for our 
dietitian, the following arrangement was made. 
We get $100.00 per year for this garbage, cans not 
only to be thoroughly cleaned ready for use but 
replacement of any of them necessary, plus a 
guarantee that all of our silverware found will be 
returned to us. 


Grease 


Our grease contract is made for one year with 
varying base prices according to the value of the 
sortings. There are a number of sortings which 
we make such as clear grease, mixed grease, shop 
fat, suet, beef bones, fish bones, chicken entrails, 





etc. If necessary, the prices are adjusted daily 
and are based on our receiving one-half the in- 


‘crease or in reverse ratio one-half the decrease of 


the rise or fall of the price of tallow indicated in 
the government daily market report. The con- 
tract states that at no time regardless of current 
price of tallow, shall we receive less than the 
agreed base prices for each item. With this set- 
up, we have been able to realize an increase in 
value from $150.00 to $200.00 a month previously 
received to $400.00 to $500.00 per month. 


Dead Stock and Obsolete Supplies 


A factor not to be overlooked in buying new 
equipment, is the problem of dead stock or obso- 
lete pieces. After receiving bids for the new, then 
attempt Yankee trader tactics, get allowances for 
the old material as part of the contract for getting 
an order for the new. It is surprising how much 
inactive material can be moved in this manner. 


The Cooperation of Manufacturers and Salesmen 


In closing, I do not wish to mislead anyone that 
the short-cuts to economies that we have made 
have been due to the efforts of the purchasing de- 
partment alone. Such is not true. They have 
made some suggestions and have helped in some 
way to work out the others but really all the ef- 
forts have been along splendid cooperative lines. 
And may I say, too, that the salesmen and the 
firms they represent have helped us immensely. 
Their excellent suggestions, their willingness to 
donate materials for testings, and their prices so 
that we might gain additional benefits, have been 
of untold value. I consider it an excellent idea 
to see every salesman that calls. In addition to 
the fact that we are getting paid for the service, 
they may have a product or a suggestion that will 
render future dividends for the time you spend 
interviewing them. 


There is much more that might be written but 
I trust that somewhere in this ramble has been 
one little thought which might be of help. 
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Jewish Hospital of Brooklyn vs. Hospital Employees’ Union 
of Greater New York, Local 171 


The Appellate Division of the Supreme Court, 
Second Department, in a unanimous opinion writ- 
ten by Mr. Justice John B. Johnston, today af- 
firmed the injunction order made. by Supreme 
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Court Justice Albert Conway in the action 
brought by the Jewish Hospital of Brooklyn 
against Hospital Employees Union of Greater 
New York, Local 171, which enjoined the union 
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from conducting any picketing or strike activi- 
ties against the hospital. Justice Conway’s deci- 
sion was based on the contention that the Jewish 
Hospital, being a public charitable, non-profit 
and non-sectarian institution, was not subject to 
the New York State anti-labor injunction statute. 


The Appellate Division, by the opinion of Jus- 
tice Johnston, completely affirmed the decision 
made by the lower court, holding that the Jewish 
Hospital is not engaged in any industry, trade, 
craft, or occupation for profit within the meaning 
of the anti-labor injunction statute—that the hos- 
pital is in fact, if not in name, a govermental 
agency, performing a governmental function, 
which ordinarily belongs to and usually is dis- 
charged by the state—that in enacting the anti- 
labor injunction statute, the New York State 
Legislature had in mind industrial and commer- 
cial enterprises organized for profit, and the labor 
controversies and litigations incident to their op- 
eration, and not non-profit charitable institu- 
tions such as the Jewish Hospital—that it is un- 
necessary to describe the hardship, suffering and 
disaster that would follow if this statute with the 
delay which its requirements entail, were held ap- 
plicable to a charitable corporation such as the 
Jewish Hospital—and in the concluding para- 
graph the opinion states that the court believes 
that it is not open to doubt that the legislature 
did not intend the statute to be applicable to in- 
stitutions such as the Jewish Hospital, even 
though it did not expressly exempt them, and the 
court therefore concluded that Justice Conway 
was justified in granting the injunction without 
regard to the regulatory provisions of the statute. 


Benjamin C. Ribman, attorney for the hospi- 
tal, who presented the matter in the lower court, 
and argued the appeal in the Appellate Division, 
issued the following statement in behalf of the 
hospital: “We wish it to be clearly understood 
that the Jewish Hospital, its officers and directors 
and I as its counsel, are entirely and whole- 
heartedly in accord with the rights of labor. Labor 
unions, legal and lawful in their nature, scope 
and activities, and operating in a fair and 
equitable manner, should be encouraged. Crimes, 
terrorism, coercion, unlawful activities, and the 
acts mentioned in the complaint which are sum- 
marized as follows, viz: Disorderly mass picket- 
ing accompanied by shouting, intimidation, and 
libelous statements; sounding of a false fire alarm 
in the hospital buildings; distribution of circulars 
containing false statements; taking possession of 
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the kitchen and laundry facilities of the hospital; 
picketing the offices and homes of plaintiff’s di- 
rectors and physicians and also the meetings of 
the Brooklyn Federation of Jewish Charities with 
placards containing false and libelous statements ; 
assaulting plaintiff’s employees who refused to 
join the union and to participate in the strike; 
engaging in a sitdown strike and discontinuing 
the operation of elevators, thus producing chaos 
and disorder and endangering the lives of more 
than four hundred patients,—must be discon- 
tinued, and especially so when they are waged 
against a charitable non-profit institution such as 
the plaintiff is. To permit this union to engage 
in the activities mentioned in the complaint in 
this action, and to strike against a hospital, would 
result in a public calamity and would irreparably 
injure the cause of labor. We are of the opinion 
that if Mr. Green or Mr. Lewis were aware of 
this situation their views would be the same as 
ours. 


“This action was forced on the Jewish Hospital 
by this union. For many years the hospital em- 
ployees and its administration, including its of- 
ficers and directors, were a happy family united 
in the sacred cause of aiding the suffering of our 
community regardless of race, creed or color. The 
hospital did its utmost at all times with the limited 
means at its disposal to satisfy all its employees 
and it is continuing to do so. The great majority 
of its employees are loyally and wholeheartedly 
in accord with its aims and desires. 


“By these two decisions in our favor our posi- 
tion has been entirely sustained. As Justice Con- 
way said ‘uninterrupted hospital service for the 
people of the city is so vital for the preservation 
of the general health of the community, and espe- 
cially the children, the sick and infirm, that any 
organized effort to interfere therewith must be 
regarded as an act of hostility to the common 
good.’ 


“We thank the public for its cooperation and 
support—the press for its united approval ex- 
pressed in editorials, of the position taken by us— 
and we likewise express our thanks to the Greater 
New York Hospital Association, which intervened 
in our behalf on the appeal through its most emi- 
nent counsel, Arthur A. Ballantine of Root, Clark, 
Buckner and Ballantine, and former Justice Jo- 
seph M. Proskauer of Proskauer, Rose & Paskus, 
and also Roderick Wellman, to whom we are also 
deeply indebted.” 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


Se upon court decisions which affect hos- 
to the litigation. 


Recent Cases 
Liability of Municipal Hospital for Negligence 


Randolph v. Oklahoma City General Hospital, 
71 P.(2) 607. 


Plaintiff sued to recover damages for injuries 
brought about by reason of the negligence of 
nurses in the employ of the hospital in burning 
him severely by placing hot water bottles against 
his body. A verdict was directed in favor of the 
hospital. 


The plaintiff’s doctor testified that he person- 
ally placed the hot water bottles on the plaintiff, 
that he had ordered them, and that he had di- 
rected the attending nurses not to remove the 
bottles until directed by him to do so. This tes- 
timony, of itself, was sufficient to defeat the case. 


The courts of Oklahoma, in accord with other 
jurisdictions, have adopted a sort of fiction of 
the law to avoid imposing liability upon a hos- 
pital in cases of this type—that the nurse, or 
nurses, being under the supervision of the at- 
tending surgeon, are his agents, not the agents 
of the hospital; or, that such nurses are the serv- 
ants of the physician, not the servants of the 
hospital. Thus. the concept is that the doctor 
has temporarily borrowed the services of the 
nurse, and that she is under his, direction and 
control for the time being, and is not subject to 
the direction or control of the hospital by whom 
she is in fact employed. The court used this lan- 
guage in its holding: “Thus we see that even 
though the nurse was in the general employ of 
the hospital, she was the immediate servant of 
the plaintiff’s doctor and that so long as she was 
under the doctor’s immediate supervision the hos- 
pital was not responsible for her actions.” The 
policy of such a decision is open to serious ques- 
tion. In effect the holding is that a nurse may 
be guilty of negligence while under the orders of 
the attending physician, without involving the 
hospital, but that she may not be guilty of neg- 
ligence if she acts at the direction of her superiors 
in the hospital. 

ibaa 


Liability of Municipal Hospital for Negligence 


City of Okmulgee v. Carlton, 71 P.(2) 722 
(Okla.) 


Plaintiff was injured in an automobile accident 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








and was removed to the City Hospital, being 
treated there by her physician. Her suit was 
based upon the alleged negligent treatment of her 
by defendant’s servants, allegedly causing her 
pain, mental anguish and humiliation. 


If the city was to be held liable it must have 
been shown to have been exercising its proprie- 
tary, as distinguished from its governmental 
powers, at the time of the injury. The law of 
Oklahoma is that the municipal corporation op- 
erating a hospital acts in a proprietary sense 
(City of Shawnee v. Roush, 101 Okla. 60, 223 P. 
(354), and is therefore liable for injuries to pay 
patients caused by the negligence of servants in 
the hospital. 


After reviewing the cases the court said: “It is 
obvious that there is no express power conferred 
upon a municipal corporation to provide for free 
hospitalization, even though the helpless and the 
indigent are often cared for. For a municipal 
corporation to take steps to provide medical serv- 
ices and attention for those who request such 
services is, in effect, an entrance into the busi- 
ness of providing such services in competition 
with other similar, private agencies. When a 
city chooses to voluntarily assume and exercise 
powers intended for the private advantage and 
benefit of the locality and its inhabitants, there 
seems to be no good reason for absolving the city 
from the liability to a suit for damages to which 
an individual or private corporation, exercising 
the same powers for private purposes, would be 
liable.” It is clear from this language, then, that 
“ ‘where a municipal corporation operates and 
maintains a hospital for compensation, it is act- 
ing in a quasi-private manner and cannot avoid 
liability by reason of its municipal character.’ ” 


—_—_<—_—. 
Charitable Hospital Liable for Negligence 


Robertson Vv. Executive Committee of Baptist 
Convention, 190 S.E. 482 (Ga.) 


Plaintiff sued the defendant to recover damages 
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for personal injuries caused by a fall from a chair 
in a hospital operated by the committee. It ap- 
peared that the plaintiff was a pay patient and 


that the hospital was a charitable one. In the 
trial court plaintiff’s case was dismissed; how- 
ever, the judgment of dismissal was reversed 
upon this appeal. 


It was decided that: “Although an institution 
which is chartered as a hospital for the treatment 
of sick people is established primarily as an elee- 
mosynary or charitable institution, yet where, in 
its operation, it takes pay patients and charges 
them for its services, the institution is liable to 
a patient who pays for the services rendered, for 
injuries to the patient while in the hospital, 
caused from the negligence of the institution, but 
the recovery would be restricted to the income de- 
rived from the pay patients or from other non- 
charitable sources.” 


This decision takes its place with other deci- 
sions of the minority which have imposed liability 
upon charitable hospitals for negligence. It is to 
be noted that the scope of this decision is limited 
(1) in that it is applicable only to pay patients, 
and (2) in that it applies only to the extent of 
permitting satisfaction of a judgment awarded to 
the pay patient, out of funds derived from pay 
patients, or from other sources which are not 
charitable. 


Administrative officers will realize that this de- 
cision is not well grounded when account is taken 
of the fact that most hospitals do not profit even 
from their pay patients, i.e., the cost of render- 
ing service to the pay patients exceeds the revenue 
derived. Further, it has been held in numerous 
cases that the fact that a charitable institution 
derives some profit from its services does not 
take it out of the class of charitable organiza- 


tions generally. It is submitted that this decision 


is not good law. 
——— 
New Hampshire 


Liability of Charitable Institution for Negligence 


Currier V. Trustees of Dartmouth College et al., 
105 Fed. 886. 


The plaintiff, a student, brought this suit to 
recover damages for personal injuries incurred 
while he was a spectator at the wrecking of a 
chimney located upon the college grounds. He 
alleged that the work was carelessly done, endan- 
gering the lives and persons of those present. 
Defendant, at the conclusion of all the evidence, 
moved for a directed verdict upon the ground that 
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it was an eleemosynary institution, organized 
solely for the administration of a public charity. 


The federal Circuit Court said: “There is no 
statute or judicial decision in New Hampshire 
declaring that public policy requires that the doc- 
trine of tort liability should be extended to such 
institutions. The public policy of the state, there- 
fore, . . . must be accepted as against the lia- 
bility of an institution of this character. . . . In 
the absence of a statute or a judicial decision in 
New Hampshire, and none being cited from other © 
jurisdictions, and as the plaintiff relies upon the 
general rule as to liability and supposed analo- 
gous decisions, I do not wish to be the first judge 
to declare such a right of recovery in New Hamp- 
ad 


An appeal was taken from the ruling of the 
Circuit Court to the federal Circuit Court of Ap- 
peals, First Circuit, which court affirmed the 
judgment of the lower federal court. (Currier V. 
Trustees of Dartmouth College, 117 Fed. 44.) 


el 
Liability of Charitable Hospital to Employee 


Hewett v. Woman’s Hospital Aid Ass’n, 73 N.H. 
556, 64 Atl. 190. 


Plaintiff, a student nurse in the defendant hos- 
pital, was assigned to a contagious case, but was 
not informed that the case was such. Later, it 
was found that the patient was suffering from 
diphtheria. Because of her contact with this pa- 
tient, the plaintiff contracted diphtheria some few 
days after being assigned to the case. 


Plaintiff’s declaration contained three causes 
of action—one against the hospital for failure to 
notify her of the danger of infection; one against 
a Mrs. Russell for negligence in inducing plaintiff 
to assume the duty of nursing an infected patient, 
and one against Mrs. Russell for professional mal- 
practice in attending the plaintiff after she had 
contracted diphtheria. There was a_ verdict 
against the hospital, but in favor of Mrs. Russell. 


The hospital had moved for a directed verdict 
upon the ground that it was a charitable organi- 
zation. Of this contention the court said: “It 
should be noted in this connection that the de- 
fendant was not incorporated for the purpose of 
carrying out the provisions of an express trust 
in reference to property or money donated under 
a limited deed of trust. It holds its property 
under its charter for the general purposes of a 
hospital. . . . That a charitable institution has 
certain duties to perform toward those with 
whom it is associated, which it cannot violate 
with impunity, in the absence of some express 
exemption of a legislative character, is not de- 
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batable. The sanctity of its general trust fund 
or property does not make that result necessary 
or, on grounds of public policy, desirable.” 


The New Hampshire court went on to say: 
“The duties of the defendant to the plaintiff when 
she was employed to nurse a diphtheria patient 
had the inception in the contract of employment. 
. . . An apprentice learning a trade occupies the 
position of a servant with reference to his em- 
ployer, and obviously the latter’s duty to inform 
him of the dangers of his occupation is greater 
than in the case of an experienced workman. 

. . If she had been employed by an individual 
to attend a member of his family afflicted with 
smallpox, of which he had knowledge, but of 
which he did not inform her, and she took the 
disease without fault on her part and suffered 
damage therefrom, it would not be seriously de- 
nied that he was guilty of actionable negligence 
in not informing her of the danger to which he 
had exposed her. . . . To say that a similar duty 
was not imposed upon the defendant for the bene- 
fit and protection of the plaintiff, because it is a 
charitable corporation, is to relieve such corpora- 
tions from the reasonable obligation of exercis- 
ing the care ordinarily required of, or contractu- 
ally assumed by, men in general in the prosecution 
of their legitimate business. The necessity for 
such an exceptional holding is not apparent. 
Since the property of the defendant is held for 
the general purpose of maintaining a hospital, 
without other specific limitation, it is no more 
exempt from being appropriated to the payment 
of damages occasioned by the negligence of the 
hospital than is the property of an individual, 

. . for the consequences of his negligence.” 


Thus, the state courts of New Hampshire have 
adopted the rule that charitable hospitals are not 
to be held exempt from the consequences of their 
negligent acts, and have refused to create within 
the law of that state an exception to the general 
. rule of liability which obtains as to other corpo- 
rations and businesses. 


Responsibility of Hospital in Case of Malpractice 
Burnham V. Stillings, 76 N.H. 122, 79 Atl. 987. 


Burnham sued the named defendant and an- 
other for personal injuries alleged to have been 
caused by their negligence. The verdict was in 
favor of plaintiff. Upon this appeal a new trial 
was granted. 


Plaintiff had broken his thigh and had been 
admitted to Margaret Pillsbury Hospital. It ap- 
peared that defendants had been employed by the 
hospital to treat the patient, and that they re- 
ceived no compensation for their services. This 
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cause of action was based upon the alleged mal- 
practice of defendants in reducing the fracture. 


‘The law applicable to such a situation was 
stated by the court: “So far as the defendants 
were employed by anyone, they were employed 
by the hospital. As there was no contract be- 
tween the plaintiff and the defendants, they owed 
him no duty imposed on them because of, or in 
any way springing from the contract of employ- 
ment. They owed him, however, the duty in the 
course of their employment not to do anything — 
they either knew or ought to have known would 
injure him. . . . The terms upon which the plain- 
tiff received the services of the hospital do not 
appear. The liability of the hospital is not in- 
volved.” This last remark of the court should 
not be taken to mean that a hospital could not be 
involved in a case of this sort. It is conceivable 
that a hospital might be made a party defendant 
under similar facts upon the theory that the hos- 
pital had been negligent in selecting the doctors 
in question. 


The court further commented upon the relation 
of defendants to the hospital: “If the defendants 
did not own or manage the hospital, dr did not 
bring the plaintiff there or advise his coming they 
are not chargeable for default in the hospital 
equipment or management, i.e., because of the 
delay in setting the fracture due to the want of 
proper splints, the absence of a fracture bed, and 
the failure to use ether or an x-ray machine if 
the hospital did not provide them. They are not 
responsible for the breaking of the bed unless 
there was evidence that they knew or ought to 
have known its condition was such that it was 
likely to break down as it did. They are not re- 
sponsible for the use of the facilities furnished 
by the hospital unless in the exercise of ordinary 
care they should have refused to employ in such 
a case such as the hospital furnished and by like 
care they could have procured more suitable ap- 
pliances.” 


In the ordinary situation a hospital is not made 
a defendant to a suit for malpractice. If, how- 
ever, the servants of a hospital have participated 
in the injury, there may be a joinder of the hos- 
pital with the surgeon as defendant. Thus, two 
causes of action arise—one against the hospital 
for the negligence of its servants, and one against 
the surgeon for his personal neglect of duty. 


a 


Charitable Hospital Not Subject to Taxation 


Board of Supervisors of Hinds County, Missis- 
sippi v. Jackson Hospital Benevolent Association, 
— Miss. —. 


This opinion was handed down by the Supreme 
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“PURITAN MAID” CYCLOPROPANE—PRICE REDUCTION 


Because we are interested at all times in placing quality products in the hands of our customers at the 
lowest cost possible, we are pleased indeed to remind you again of lower prices on “PURITAN MAID” 
CYCLOPROPANE—(produced by the improved process developed in the Chemical Research Laborato- 
ries of Purdue, and manufactured by MALLINCKRODT). This price reduction is made possible by the 
constantly increasing use and interest in our product. 

Write us for reprints of interesting articles on the subject of Cyclopropane anesthesia, Oxygen therapy, 
and any other matters pertaining to the use of gases. 


We invite your patronage also at our two new service points: 


3904 Lincoln Bldg. 3120 Market St. 
(Opposite Grand Central Station) (Conveniently placed for real Service) 
NEW YORK, N. Y. PHILADELPHIA, PA. 
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General Offices—KANSAS CITY, MO. 


CINCINNATI, O. ST. PAUL, MINN. 
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NEW YORK, N. Y. 


CYCLOPROPANE — ETHYLENE — NITROUS OXID — OXYGEN 
CARBON DIOXID — PERCENTAGE MIXTURES OF CARBON DIOXID AND OXYGEN 


Manufacturers and distributors of leading makes of Anesthetic Gas Machines, Oxygen Therapy Tents (SOLD, RENTED, OR SERVICED 
FROM ALL OF OUR LOCATIONS), Nasal Catheter Outfits, Bedside Inhalation Units, Resuscitators and Inhalators, Wilson Soda Lime. 
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Court of the State of Mississippi on November 
22, 1937. 


It appeared that the Board had made an assess- 
ment upon property owned by the association con- 
sisting of land and two buildings, a hospital 
building, and a nurses’ home. A judgment was 
entered. by agreement as to the assessment upon 
the home, but an appeal was taken as to the 
hospital building assessment. 


Section 3108 of the Code of 1930 exempts “All 
property real or personal, whether belonging to 
religious or charitable or benevolent organiza- 
tions, which is used for hospital purposes, and 
nurses homes where a part thereof, and which 
maintains one or more charity wards that are for 
charity patients, and where all the income from 
said hospital and nurses’ home is used entirely 
for the purposes thereof and no part of the same 
for profit.” It was shown that four of the beds 
of the hospital were devoted to charity patients. 
Thus, the real question was whether the hospital 
was in fact operated for profit. 


The association had purchased the hospital 
plant under a contract whereby the association 
had agreed to assume the indebtedness of the old 
corporation as consideration for the purchase 
price. The old corporation was the Jackson In- 
firmary. 


The court said: “Eighty per cent of the 
$102,330 bond issue is now owned by the appellee 
incorporators who now constitute the governing 
board, none of whom receive any compensation 
for services as such. It is clear from the evidence 
that this hospital is operated by the appellee pri- 
marily for the care of patients who pay therefor, 





and that the care of charity patients is but an in- 
cident thereto and is neither sought nor en- 
couraged. 


“Under the statute, a hospital claiming the ex- 
emption thereunder granted, may be operated for 
profit to this extent; that its income may exceed 
its expenses, provided all of the income is devoted 
to hospital purposes. To what extent its income 
would be permitted to exceed its expenses is not 
before us on this record. In order for us to hold 
that appellee’s hospital was being operated for — 
profit, it would have to appear that profit was in 
fact made and was for the benefit of its incorpo- 
rators, or of persons to whom they paid it. The 
income of the appellee other than that allocated 
to its current expenses is being used to liquidate 
a debt incurred by it in the purchase of its prop- 
erty, which debt it had the right to incur, and 
therefore, to pay. If the evidence disclosed that 
the income of the appellee is being applied to the 
payment of the debts fictitious in whole or in 
part, or that the value of the property purchased 
by it, including the good will of the Jackson In- 
firmary from which it was purchased, was so 
much less than what the appellee agreed to pay 
for it as to challenge the good faith of the pur- 
chase, a different question would be presented, on 
which, of course, we express no opinion.” 


Thus did the court affirm the judgment allow- 
ing the exemption to this association. It will be 
noticed that there is a tendency on the part of 
courts to inquire whether in fact the particular 
association is operating on a strictly charitable 
basis. The accepted view is that such corpora- 
tions must not only be called charitable, but they 
must practice charity in the accepted sense of 
that word. 





“To overthrow superstition, to protect mother- 
hood from pain, and free childhood from sick- 
ness, to bring health to mankind; 


“These are the ends for which, through the 
centuries the scholars, heroes, prophets, saints, 
and martyrs of medical science have worked and 
fought and died—. 


“The story of the birth and evolution of the 
triumph of Christian altruism over quest of bar- 
barianism by civilization and of the triumph of 
Christian altruism over the selfishness of the 
pagan ideal. Bargaining, trading, warring, the 
nations of the earth have struggled upward along 
the difficult highway of achievement making 
slow but certain progress in the betterment of 
humanity. Always this approach toward the 
ideal has been characterized by an increased in- 
terest in the welfare of the public as opposed to 
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the individual, and exemplified in unselfish ef- 
forts to befriend the sick and the friendless. No 
better index, therefore, of the progress of any 
nation in ethics and altruism can be obtained 
than a report of its work in the building and 
management of hospitals.” 


John Foote—“On the Origin of Hospitals.” 


“So it is not the externals or the inherited 
wealth, social position, or occupation of an in- 
stitution, any more than an individual, that gives 
it renown it is the character of the service it 
performs—the quality more than the quantity of 
its work which enables it to establish and main- 
tain leadership.” 


Harvey Cushing, M.D. 
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NEW ITEMS « NEW IMPROVEMENTS 
LISHMENTS IN “PYREX” LABORATORY WARE 


Ar the beginning of this new year, Corning Glass Works presents 
a review of accomplishments during the past year. It summa- 
rizes briefly for your checking, representative new items, im- 
provements and recent developments in “Pyrex” brand 
Laboratory Ware. And it presents four important additions 
which have recently been announced—New Impinger Apparatus 
—New Pipettes—New Improved West Type Condensers—and 
a New Thistle Tube. 


Each of these and other new items introduced during the past 
months possess definite advantages over the old. Some have 
exclusive new features. All contribute to better laboratory 
technique, accuracy, efficiency and, frequently, speed. 


Achieved through Corning Research, these new items emphasize 
that continual quest for perfection which is characteristic of your 
profession and of ours. The superiority of each of these new 
products is such that all merit your immediate consideration 
and inspection. 


“PYREX” is a registered trade-mark and indicat: ufacture by 
CORNING GLASS WORKS + CORNING, N. Y. 










Send for New Catalog Supplement Descriting Many 





CORNING New Items in ‘‘PYREX” Laboratory Glassware. 
ory 
Kee We shall be pleased to send you this new catalog supplement describing in complete detail 
Research In Glass many of the newer items in “Pyrex” Laboratory Ware. Every laboratory should have a copy. 


Write today or just place your name and address on the margin of this page, clip off and mail. 


CORNING GLASS WORKS ¢ CORNING, N. ¥. 
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Among the Associations 


State and Provines Astodiiten Main 


Coming Meetings 


Association of Western Hospitals, San Fran- 
cisco, California, February 28-March.3, 1938 


Massachusetts Hospital Association, Boston, 
March 9 


New England Hospital Association, Boston, 
March 10-12 


Georgia Hospital Association, Birmingham, 
April 


Ohio Hospital Association, Columbus, April 5-7 


South Carolina Hospital Association, Columbia, 
April 11 


Alabama Hospital Association, Birmingham, 
April 8 


Texas Hospital Association, Houston, April 


Florida Hospital Association, Birmingham, Al- 
abama, second week of April 


Mississippi State Hospital Association, Jack- 
son, April 18 


Mid-West Hospital Association, Kansas City, 
April 21-22 


Iowa Hospital Association, Burlington, March 
28-30 


Hospital Association of Pennsylvania, Pitts- 
burgh, April 27-29 


Southeastern Hospital Association, Birming- 
ham, Alabama, April 7-9 


Arkansas Hospital Association, Fort Smith, 
May 


Tri-State Hospital Assembly, Chicago, May 4-6 


Hospital Association of New York State, Buf- 
falo, May 18-20 


Louisiana Hospital Association, New Orleans, 
May 


New Jersey Hospital Association, Jersey City, 
June 2-4 


Hospital Association of Nova Scotia and Prince 
Edward Island, Canada, June 


Michigan Hospital Association, 
June 


Marquette, 


Manitoba Hospital Association, Selkirk, Can- 
ada, June 23-24 


Saskatchewan Hospital Association, Moose 


Jaw, October 


Ontario Hospital Association, Toronto, October 
19-21 

American Public Health Association, Kansas 
City, October 25-28 


Connecticut Hospital Association, November 


> 





Mid-Year Conference of State, Provincial, and Regional Hospital 
Association Officers, February 14 and 15, 1938 


The annual Mid-Year Conference of the presi- 
dents, secretaries, and chairmen of the legislative 
committees of all state, provincial, and regional 
hospital associations will be held in Chicago, Feb- 
ruary 14 and 15, 1938. The secretaries of the 
various associations will meet Monday, beginning 
with a noon luncheon. The officers of all asso- 
ciations will meet Tuesday morning for an all-day 
session. The customary dinner to the visiting 
officers will be given by the Board of Trustees of 
the American Hospital Association on Monday 
evening, February 14. Definite announcement of 
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time and place of all meetings will be made at an 
early date. 

This conference, which was begun in 1934, has 
developed into one of the most important meet- 
ings of the year for the consideration of associa- 
tion activities. In view of the adoption of the 
new by-laws at Atlantic City, revising the organi- 
zation and membership structure of the Ameri- 
can Hospital Association, the matter of associa- 
tion relationship will be of particular interest this 
year. The Council on Association Development 
will meet with the secretaries of the associations 
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at their meeting Monday to discuss the relation- 
ship between the membership of the state, provin- 
cial and regional associations and that of the 
American. A number of state and provincial 
associations, already have requested that the 
Council prepare a model by-laws, that would be 
in conformity with that of the American in or- 
ganization and membership, for the use of the 
state and provincial associations in revising their 
present constitution and by-laws. Such a model 
by-laws will be presented for the consideration 
and discussion of the secretaries; and other mat- 
ters of interest to hospital association secretaries 
will be discussed at this meeting. 


At the general meeting of all association of- 
ficers on Tuesday, a further report will be made 
by the Council on Association Development to the 
entire group. Other association matters of in- 
terest will be presented by the officers of the 
American Hospital Association. 


The Joint Committee of the American, Catholic, 
and Protestant Hospital Associations will report 
on federal legislation of interest to hospitals. 
Congress will be in session at this time and there 
are at the present time a number of bills before 
Congress that are of prime importance to hos- 
pitals, such as the Wage and Hours Bill and the 
Fair Trade Practice Bills. Undoubtedly the reg- 
ular session of Congress which convenes Janu- 





ary 3, 1938, will bring forth new bills that will 
demand the attention of hospitals. 


The Council on Government Relations will make 
its initial contact with the officers of state, provin- 
cial, and. regional associations at this meeting. 
Last year a model bill that would provide hospi- 
talization for the recipients of old age pensions 
was prepared for the states to introduce in their 
respective state legislatures. This will be given 
further attention at this meeting. The licensure 
of hospitals and the establishment of standards 
has been discussed for some time and will be 
given attention by the Council on Government 
Relations. The meeting will afford a means 
whereby this council can effect a working ar- 
rangement with the various associations for the 
furtherance of governmental activities of benefit 
to hospitals. 


The Tuesday conference of the officers of all 
associations has in the past been largely given 
over to legislative matters. This year there are 
matters of association development and organi- 
zation to be considered that will make the meet- 
ing of greater importance than in the past. It 
is urged that each state, provincial, and regiona! 
association make the effort to be as completely 
represented as possible by its president, its sec- 
retary, and the chairmen of its legislative com- 
mittee. 





The Convention of Western Hospitals 
San Francisco, February 28-March 3, 1938 


The Twelfth Annual Convention of the Associ- 
ation of Western Hospitals and the Fourteenth 
Annual Meeting of the Western Conferences of 
the Catholic Hospital Association with their allied 
groups prornises to bring to San Francisco on 
their meeting dates, February 28 to March 3, in- 
clusive, one of the largest assemblages of hospital 
people of the year 1938. 


This annual meeting of the hospital people of 
the Western States has grown in recent years to 
be one of the most important from the standpoint 
of interest as well as of value to those attending 
any of our hospital conventions. 


Under the direction of the President of the As- 
sociation of the Western Hospitals, Dr. Glenn 
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Myers of the Compton Sanatorium, Conipton, 
California, and his associates, a program has been 
arranged which will attract the interest and at- 
tention of every class of hospital personnel. The 
subjects under discussion are all most timely, and 
the subjects will be presented by hospital people 
who speak with authority in their respective 
fields. Special attention has been given to the 
programs that will interest members of the pro- 
fessional staffs as well as members of boards of 
trustees of our hospitals and the public who are 
contributing to their support. It is a particularly 
well-balanced program. 


One of the features of these annual conferences 
is a remarkable display of hospital supplies and 
equipment which will be found in the technical 
and commercial exhibit and just as interesting 
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How’s THAT AGAIN? 
You couldn’t make better 
cleaning materials at double 
the price? 


A familiar statement, and a true one. The Wyan- 
dotte Laboratories work on the principle that a cer- 
tain job is to be done as well as Science and ample 
resources can do it. The cost of manufacture is 
considered afterward. 


IN THE LAUNDRY 


“Kicking the soil” out of linens, blankets and gar- 
ments is harmful—and expensive. It is removed just 
as quickly, and more carefully, the “Wyandotte 
Way.” Linens are whiter. Your cost of replace- 
ments is lower. 


Colored fabrics are safely deodorized at low 
cost—by “Steri-Chlor” in the final rinse. 


IN THE KITCHEN 


Glasses crystal clear—Dishes shining brightly, with- 
out stains; dishwashing machine free of scale in spite 
of very hard water; that’s what you can expect of 
“Keego” Cleaner. 


The Wyandotte Service Representative will 
be glad to show you. 


HOUSE CLEANING 

One cleanser, Wyandotte Detergent, cleans paint, 
floors, bathroom and lavatory fixtures, kitchen scour- 
ing—with surprising ease and economy. Convenient! 
Non-scratch and odorless! 


The J. B. Ford Co. Wyandotte, Mich. 


Service Representatives and Jobbers in all parts of 
U. S. A. and Canada 


PROFITABLE CLEANLINES 











an educational exhibit which will hold the interest 
of the representatives of the hospitals in attend- 
ance. The entire exhibit space of the Fairmont 
Hotel, the headquarters of the Convention, will 
be utilized in staging this display. 


Sister M. Hildegarde of St. Mary’s Hospital in 





San Francisco is President of the Western Con- 
ferences of the Catholic Hospital Association. 
- The program for these conferences has reached a 
new high point in its arrangement for the present 
year. Every Catholic hospital in the eleven West- 
ern states will be represented at the San Francisco 
meeting. 





Kansas State Hospital Association 


The Kansas State Hospital Association met at 
its twenty-third annual convention at Newton, 
Kansas. Representatives from 50 hospitals were 
present. 


The president of the association, Rev. J. E. 
Lander, Financial Secretary, Wesley Hospital, 
Wichita, Kansas, presented a well-balanced pro- 
gram for the convention. Included among the 
speakers were J. T. McGinty of Cape Girardeau, 
Missouri, President of the Mid-West Hospital 
Association, and Clarence Munns, Secretary of 
the State Medical Society. The luncheon address 
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was given by Emmett Blaes, attorney, Wichita, 
Kansas. Dr. H. A. Hatcher of Wellington, Kan- 
sas, conducted the round table discussion. 


The officers elected for 1938 were President— 
Rev. J. E. Lander, Financial Secretary, Wesley 
Hospital, Wichita, Kansas; Secretary-Treasurer 
—Miss Dorothy Hale McMasters, Superintend- 
ent, The William Newton Memorial Hospital, 
Winfield, Kansas; First Vice-President—Miss 
Frances N. Cooper, R.N., Superintendent, New- 
man Memorial County Hospital, Emporia, Kan- 
sas; Second Vice-President—Miss Ann C. Mc- 
Bride, Superintendent, The Community Hospital, 
Beloit, Kansas. 
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Student Enrolment Increasing 


In an article in the January issue of the Journal 
of the American Nurses Association, student 
nurse enrolment is analyzed in part as follows: 


“In January, 1935, there were 67,533 students 
in the 1,472 accredited schools in this country. 
Since that time the number of schools has de- 
creased somewhat, for in May, 1936, there were 
1,399 schools and in May, 1937, 1,385 schools. 
Consequently it might have been expected that 
the number of students would be decreasing too, 
but this survey seems to prove that such is not 
the case.” 


“A survey conducted by the National League of 
Nursing Education estimates that the total num- 
ber of students in all schools at these various pe- 
riods were as follows: From the actual schools 
in existence on January 1, 1935, and on May 1, 
1936 and 1937, the total schools at the first of 
each year and in October of this year have also 
been estimated. 
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Schools Students 
danuary 1, 1086.......<.+. 1,472 67,533 
January 1, IGOB. 20.6.0 6555 1,417 69,589 
domuery 1, WOT... ... 62.8% 1,389 73,286 
Ocoteber 1,. IGST....secsuss 1,386 81,979 


“On January 1, 1935, there were about 67,500 
students in the schools of this country. During 
the year 1935, the number of schools decreased 
4 per cent, but at the same time the total num- 
ber of students increased 3 per cent, so that on 
January 1, 1936, there were approximately 69,600 
students in the 1,417 schools. During the fol- 
lowing year there was a smaller decrease in the 
number of schools, but a considerable increase in 
the number of students enrolled. Although there 
were 2 per cent fewer schools, there was an in- 
crease of 5 per cent in the total number of stu- 
dents, with the result that 73,300 students were 
enrolled in 1,389 schools on January 1, 1937. In 
the two years from January, 1935, to January, 
1937, the number of schools in this country was 
decreased by eighty-three. During the same pe- 
by approximately 6,000.” 
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“The man who leads 
the world is the man 
who is not led by the 


world.” 
—GEORGE 
WASHINGTON 


1st President of the 
United States 


SPECIALIZED 
A service to 

those who 
feed many people 
each day is the foundation upon which Sexton has 
builded and grown. This service, original in its 
inception, has become tremendously important to 
an ever-increasing number of patrons. It means 
food styled to your needs, fashioned to meet the 
current demands of the public taste, yet embodying 
the time-honored recipes, that, for more than half 
a century have won the acclaim of Sexton patrons. 
Conscious of the responsibility of this earned lead- 
ership, we invite all who feed many people each day 


to test the value of Sexton service in developing 


pleased patrons and greater earnings. 


Write Today for the 
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The original letters from 
which these quotations 
have been taken are on 
file in our office. 



































if your student 
nurses wore Sno- 
white Tailored 
Uniforms. 


You Could Write 
Such Letters Too 


For there is a difference in uniforms! Many hospital 
executives have already discovered that the difference 
is all in favor of 


- one” 


Would you like to have us send you a sample uniform 
to launder and compare with those you are now 
using? We will be glad to do so. 


SNOWHITE GARMENT MFG. CO., MILWAUKEE 
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The Hospital Book Shelf 


HOSPITAL ACCOUNTING AND STATISTICS, AMERI- 
CAN HOSPITAL ASSOCIATION. Third Ed. Re- 
vised, 1937—$1.00. 

Since this standard manual was first published 
in 1935 the demand from both hospitals and pub- 
lic accountants has been so great as to exhaust 
two editions. The necessity for a third edition 
has given an opportunity to clarify and amplify 
some of the instructions and definitions as used 
in the earlier editions. None of these revisions 
affect either the statistical and financial sum- 
maries or the charts of accounts as originally 
published. 

This revision makes more explicit but does not 
in any way interfere with use of the material 
from the first edition nor require any alteration 
by those who have already adopted this standard- 
ized system. 

The adoption of these standards by the many 
government as well as voluntary groups promises 
soon to bring a large mass to hospital statistics 
to a common comparable basis. 
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TWENTY-FIVE YEARS OF HEALTH PROGRESS. Louis 
I. Dublin, Ph.D., and Alfred J. Lotka, D.Sc. 
Metropolitan Life Insurance Company, New 
York, 1937. 

A detailed statistical study of changes in mor- 
tality ratio from various diseases during the last 
twenty-five years with discussion of the causes 
leading to these changes. 

nlite as 


DISEASES OF THE BLOOD AND ATLAS OF HEMATOL- 
oGy. Roy R. Kracke, M.D., and Hortense Elton 
Garver, M.S. J. B. Lippincott Company, Phil- 
adelphia, 1937. $15.00. 

Fully illustrated with colored plates prepared 
from drawings of actual microscopic fields. 
paliecsiitlinescpaien 


SURGICAL NURSING. Hugh Cabot, M.D., F.A.C.S., 
and Mary Dodd Giles, R.N., A.M. W. B. Saun- 
ders Company, Philadelphia, 1937. $3.00. 
Five printings and two revisions since its first 

appearance in 1931 are evidence of the high re- 

gard in which this text is held by teachers of 
surgical nursing. 


— 


PROFESSIONAL PROBLEMS. Sister John Gabriel, 
R.N., M.A. W. B. Saunders Company, Philadel- 
phia, 1937. $2.00. 

A revision of the first edition which appeared 
in 1932 and has proved so valuable a part of the 
library of the teacher of nursing. 
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MATERNAL DEATHS—THE WAYS TO PREVENTION. 
Iago Gladston, M.D. The Commonwealth Fund, 
New York, 1937. Cloth 75 cents, Paper 50 
cents. 

Designed for the education of the laity. 

ey 

A PEDIATRICIAN IN SEARCH OF MENTAL HYGIENE. 
Bronson Crothers, M.D. The Commonwealth 
Fund, New York, 1937. $2.00. 

A plea and an attempt at promoting a better 
understanding and a wider use of mental hygiene 
methods by the pediatrician. 

Ue ee 


THE OPERATING Room. St. Mary’s Hospital, 
Rochester, Minnesota. W. B. Saunders Com- 
pany, Philadelphia, Third Edition, 1937. 

A detailed description of management, pro- 
cedures, and instrumentation as used in the Mayo 
Clinic hospitals, profusely illustrated. 

epee es, 


BEHAVE YOURSELF. Betty Allen and Mitchell Pirie 
Briggs. J. B. Lippincott Company, Philadel- 
phia, 1937. $1.25. 

Etiquette and recipes for success for young 
people. 
a 

TEN MILLION AMERICANS HAVE IT. S. William 
Becker, M.D. J. B. Lippincott Company, Phil- 
adelphia, 1937. $1.35. 

The story of syphilis written for popular con- 
sumption. 
a 

PRINCIPLES OF NURSING CARE. Martha Ruth 
Smith, M.A., R.N. J. B. Lippincott Company, 
Philadelphia, 1937. $3.00. 

A text for use in teaching the underlying prin- 
ciples of nursing care, and the basic sciences upon 
which said principles depend. 


iene 


A TEXTBOOK OF EYE, EAR, NOSE, AND THROAT 
NuRSING. Abby-Helen Denison, R.N., and Syyli 
Eklund, R.N. The MacMillan Company, New 
York, 1937. 

Especially adapted to the teaching of nursing 
procedures indicated. 

— 

A REVIEW OF NURSING. Helen F. Hansen, R.N., 
M.A. W. B. Saunders Company, Philadelphia, 
Second Edition, 1937. $3.00. 

A compendium of questions on all nursing sub- 
jects. Each subject is given a basic outline of 
fundamentals, and followed by a comprehensive 
set of questions of the objective type—supple- 
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mented by the correct answers in the back of the 
book. 


Ge 


NurRseE’s HANDBOOK OF OBSTETRICS. Louise Za- 
briskie, R.N. J. P. Lippincott Company, Phil- 
adelphia, Fifth Edition, 1937. $3.00. 

This fifth edition, very well illustrated, revised, 
and enlarged, fully justifies the confidence which 
teachers of obstetrical nursing have reposed in 
this text since its first edition in 1929. 


—$—$=< 


SURGICAL NURSING. Robert K. Felter, M.D., and 
Frances West, R.N. F. A. Davis Company, 
Philadelphia, 1937. 

The general organization of the material in this 
new text is particularly convenient and usable 
from the standpoint of both teacher and pupil. 
The grouping of those conditions of requiring 
similar nursing care, helps the student to appre- 
ciate the underlying principles of the procedures, 
and the questions and outside reading references 
at the end of each chapter serve to fix them in her 
mind. 

The chapters on anesthesia, on urology, and on 
plastic surgery by the authors’ collaborators 
round out the coverage of the book to a very de- 
sirable extent. 


—@——— 


INTRODUCTORY SOCIOLOGY. By Robert L. 
Sutherland and Julian L. Woodward. J. B. 
Lippincott Co., Philadelphia, 1937. $3.50. 

As the name implies, this book is definitely a 
text book and differs from those described above 
in that it deals more fully with the mechanisms 
man has devised to meet his social problems, while 
the former two deal more fully with the origins 
of the problems. 


oH 


PSYCHIATRIC NURSING. By Katharine M. L. 
Steele, B.S., R.N. F. A. Davis Company, Phil- 
adelphia, 1937. 

Mrs. Steel’s book is very timely and with the 
growing tendency of the general hospital to apply 
psychiatric methods for the detection of hitherto 
unrecognized cases, it should be of great assist- 
ance to supervisors and head nurses in general 
hospitals as well as to instructors and to nurses 
who are preparing for, or already engaged in, 
psychiatric nursing. 


———>__—_ 


THE HOME TREATMENT OF SPASTIC PARALYSIS. 
Percy Merritt Girard, M.D. J. B. Lippincott 
Company, Philadelphia, 1937. $2.00. 

A fully illustrated description of the re-educa- 
tional and physical therapy methods to be placed 
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in the hands of the patient or parent for treat- 
ment in the home. 


—_—p——— 


THE MENTALLY ILL IN AMERICA. By AI- 
bert Deutsch. Doubleday, Doran & Co. Gar- 
den City, New York. 1937. $3.00 


The reviewer can hardly improve on the intro- 
ductory words of the late Dr. William A. White, 
“It traces the evolution of a cultural pattern as 
represented by the way in which people through 
the years have thought and felt about the so- 
called insane. It is an illuminating presentation 
and because of the dramatic material with which 
it deals, it may well prove the spearhead for the 
penetration of important social facts, and the un- 
derstanding of social processes which, presented 
with less appealing or less startling illustration, 
might fail to attract attention.” 


Mr. Deutsch traces the attitude of the public 
toward, and the treatment of, the mentally ill 
since the beginning of recorded history, goes 
deeply into our changing concepts in mental de- 
fect and mental hygiene, legal aspects of insanity 
and the more modern trends in institutional care 
of the insane. 


The research and investigation involved guar- 
antees this monograph’s lasting value as an un- 
biased but thorough consideration of a problem 
which every day looms larger in our social or- 
ganization. 


a 


BACTERIOLOGY FOR NURSES. By Royall M. Calder, 
M.D., 2nd Ed. W. B. Saunders Co., Philadel- 
phia, 1937. $2.25. 


The author has wisely chosen to arrange his 
text along clinical and epidimiological lines rather 
than in accordance with the biological character- 
istics of the organisms studied. 


The didactic text is supplemented by ten labo- 
ratory exercises, all carefully chosen and pre- 
sented in a manner which closely correlates them 
with the disease concerned and with the various 
clinical facts in relation to it with which the nurse 
should be familiar. 


i 


THE NATION’S HEALTH. The Times—Print- 
ing House Square, London, 1937. 2/6. 


This volume is reprinted from the National 
Health Number of the “Times” and consists of 
42 articles by leading experts on Physical Train- 
ing, Recreation, and Health work of public au- 
thorities and voluntary organizations. 
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Sister Agnesina, who was the first superin- 
tendent of St. John’s Hospital, Tulsa, Oklahoma, 
returns from St. Francis Hospital, Wichita, Kan- 
sas, to resume the superintendency of the hos- 
pital. Sister Bertina, who has served as superin- 
tendent of St. John’s Hospital since 1931, becomes 
head of St. Francis Hospital in Wichita. 


ee 


Emily C. Allison, superintendent of the Lee 
Memorial Hospital, Fort Meyers, Florida, re- 
signed to accept the position of superintendent 
of the Mary Washington Hospital, Fredericks- 
burg, Virginia. 

————— 


Joseph E. Barrett, M.D., formerly assistant 
commissioner of mental diseases in Massachu- 
setts, has been appointed state hospital director 
for Michigan. 

cstasiiiliaiaamsse 


Owen R. Campbell has submitted his resigna- 
tion as superintendent of the El Paso Masonic 
Hospital, El Paso, Texas. 


a 


Edna Carlson, who has been connected with 
the Rockaway Beach Hospital, Rockaway Beach, 
New York, for the past three years, has been 
appointed supervisor of nurses at that hospital. 


a 


Frederick A. Causey, M.D., who has served for 
a number of years on the staff of the Peoria State 
Hospital, has been named managing director of 
the Lincoln State School and Colony, Lincoln, 
Illinois. 
| 


Mrs. Katherine W. Collins has been appointed 
superintendent of the General Hospital of Saranac 
Lake, New York. 


—_—_@———_. 


Louise Harkey, who has been superintendent of 
nurses at the new Cabarrus County Hospital, 
Concord, North Carolina, since its opening, has 
been appointed superintendent of nursing and of 
the building by the hospital executive board. The 
change became effective December 1. The board 
plans to secure an office man to handle the ac- 
counting, purchasing, reception, and dismissal of 
patients. In the past this work was handled by 
the business manager, Archibald Douglas Kincaid, 
Jr., who resigned to accept the position of assist- 
ant superintendent of the Winston-Salem Me- 
morial Hospital, Winston-Salem, North Carolina. 
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News Notes 






Katherine Hennessey succeeds Edith Martin as 
superintendent of the Stouder Memorial Hos- 


pital, Troy, Ohio. Before her appointment Miss 
Hennessey was supervisor of the surgical depart- 
ment of the hospital. 

‘statin 


Edith L. Kasson, assistant superintendent of 
Syracuse Memorial Hospital, Syracuse, New 
York, under the late Elizabeth MacDill, has been 
made superintendent to succeed Miss MacDill. 

alata 


Stephen Manheimer, M.D., has resigned as 
executive director of the Jewish Hospital of 
Brooklyn, New York, to accept the appointment 
of director of Mount Sinai Hospital, Chicago. 

<ccsnidiiibininct 


Mrs. Dorothy Rounds, superintendent of the 
Northern Cumberland Memorial Hospital, Bridge- 
ton, Maine, for the past six years, has resigned to 
accept the superintendency of the Alexander- 
Eastman Hospital, East Derry, New Hampshire. 
Mrs. Rounds succeeds Helen Cullity, who has re- 
turned to private practice. ‘ 

pa 


Robert. E. Rowland, M.D., has been appointed 
superintendent of the State Hospital, Little Rock, 
Arkansas. 

———— 

Mrs. Gela Harmon Schulte has resigned as 
superintendent of the Riverside Hospital, Padu- 
cah, Kentucky, effective December 31. 

——~<__—_ 


Harry C. Smith has been appointed superin- 
tendent of the Manchester Memorial Hospital, 
Manchester, Connecticut. 


——— 


H. K. Speed, Jr., M.D., has been named medical 
superintendent of the new Western Oklahoma 
Charity Hospital at Clinton, Oklahoma. A busi- 
ness manager of the hospital will be named also. 


memento 


John Henry Travis, M.D., who has been acting 
medical inspector for the state mental hygiene 
department, has been appointed superintendent 
of Willard State Hospital, Willard, New York. 


_———— 


Harry J. Worthing, M.D., superintendent of the 
Willard State Hospital, Willard, New York, since 
1935, has been transferred to the Pilgrim State 
Hospital, Brentwood, Long Island, New York. 








Dr. Worthing succeeds Dr. Kenneth Keill, who 
has been acting superintendent since October. 


—_—_—_<g——_— 


Michael Zimmer, who has been warden of Cook 
County Hospital, Chicago, for the past twenty 
years, has resigned. Mr. Zimmer asked to be 
relieved of his duties because of his age. 


ee nen 


Barrow, Alaska—Surveys for the foundation 
of the $100,000 government hospital to be built 
at Barrow, Alaska, were completed last summer. 
Last fall piles were placed in holes thawed in the 
frozen earth to permit them to settle with next 
summer’s thaw. 

paneer aes 

Morrilton, Arkansas—The new St. Anthony 
Hospital at Morrilton, Arkansas, was dedicated 
recently by the Right Reverend John B. Morris, 
Bishop of Little Rock. The new two-story fire- 
proof structure is located on the site of the C. C. 
Burrow home, where the Benedictine Sisters 
founded their first hospital 12 years ago. 


a 


Alamosa, Colorado—Cornum Hospital, Ala- 
mosa, Colorado, which suspended operations 
early in the fall, will be re-opened in new quar- 
ters within the next month. . 


— eR 


Pueblo, Colorado—The Colorado State Hospital, 
Pueblo, Colorado, which has just completed $425,- 
000 in improvements, is planning a new $600,000 
program for 1938. 

acmginitiabises 

Hartford, Connecticut—Plans for construction 
of a new hospital in Hartford, Connecticut, to be 
built on the site of the present Hartford Hospital, 
were announced in the annual report of the execu- 
tive committee of the hospital’s board of manag- 
ing directors. It is estimated that the cost of the 
new hospital will be between $2,500,000 and 
$3,000,000. 

cecilia ana 

Tampa, Florida—The cornerstone of the new 
$100,000 hospital for Negroes which is being built 
in Tampa, Florida, was laid recently. The hos- 
pital will be known as the Clara Frye Tampa 
Municipal Negro Hospital. 


—_<__—_. 


Winter Haven, Florida—Contracts have been 
awarded for the construction of the new Winter 
Haven Hospital, which when built and equipped 
will cost approximately $60,000. Construction of 
the hospital has been made possible by a gift of 
$20,000 from an anonymous friend in the north, 
and a local drive for funds which netted $25,000. 
The site was donated by the American Legion. 
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Augusta, Georgia—The $200,000 hospital mod- 
ernization program at the University Hospital, 
Augusta, Georgia, will include additional build- 
ings and replacement of worn out equipment. 


—p—_—. 


South Bend, Indiana—Dr. and Mrs. Love E. 
Pennington, founders of the Pennington Sani- 
tarium, South Bend, Indiana, have bought back 
the institution from Dr. Douglas W. Owen. The 
original name of the institution has been restored. 
Dr. Owen changed the name to the St. Joseph 
Valley Sanitarium when he purchased the proper- 
ty. The sanitarium has accommodations for 24 
patients. The property includes an 85-acre farm, 
hospital buildings, and equipment. 

nee es 


Louisville, Kentucky—Construction of a four- 
story addition to Sts. Mary and Elizabeth Hos- 
pital, Louisville, Kentucky, is to begin as soon as 
contracts have been awarded. 


i 


Owensboro, Kentucky—Plans are being made 
for addition to the Owensboro City Hospital, . 
Owensboro, Kentucky. City and county officials 
are considering the issuing of bonds and applying 
for a WPA loan to finance the project. The addi- 
tion will cost approximately $150,000. 


sical petnasine 


Lafayette, Louisiana—Bids for construction of 
the $175,000 addition to the Lafayette Charity 
Hospital were received December 16. Plans for 
the addition, which will increase capacity of the 
hospital from 39 to 200 beds, have been approved. 


a — 


Boston, Massachusetts—The cornerstone of the 
Joseph H. Pratt Diagnostic Hospital of the Bos- 
ton Dispensary, in Boston, was laid early in De- 
cember. The proposed building to be erected will 
be used in aiding the development of rural medi- 
cine. Its construction is made possible by a gift 
of the Bingham Associates fund. 


i ee 


Gaylord, Michigan—The new state tuberculosis 
sanitarium for northern Michigan, completed at 
a cost of $500,000, was opened for the reception 
of patients early in December. Dr. Joseph Egle, 
formerly connected with the Herman Kiefer Hos- 
pital in Detroit, has been appointed superintend- 
ent. 

niiiailiathatsiees 

Ionia, Michigan—Preparations are being made 
to start construction on the $150,000 addition to 
the Ionia State Hospital, Ionia, Michigan. The 
addition will accommodate 100 beds for patients 
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and will be connected to the receiving unit by a 


tunnel. 
—_—_g— 


Kalamazoo, Michigan—Work will not be started 
on the new $200,000 building for tuberculosis 
patients at the Kalamazoo State Hospital before 
spring. The work is delayed so that a more 
detailed study may be made of all future building 
requirements when erecting institutional struc- 


tures. 
—<_——_ 


Petoskey, Michigan—The Little Traverse Hos- 
pital Association of Petoskey, Michigan, raised 
$250,000 for the building and equipping of a new 
hospital. Construction work on the new build- 
ing will be started as soon as final plans have 
been completed and contracts awarded. 


a od 


Minneapolis, Minnesota—The late O. C. Wy- 
man’s bequest of $500,000 to Abbott Hospital, 
Minneapolis, has made possible the erection of a 
four-story pavilion, and will give the hospital new 
and complete modern surgical equipment. 

sci cleats 

Branson, Missouri—Mr. and Mrs. A. M. Pres- 
ton of Caldwell, Kansas, have taken a long-term 
lease on Branson Lodge, Branson, Missouri, to 
serve as quarters for the Taneycomo Community 
Hospital and Sanitarium. The nearest hospital 
to Branson is a distance of 65 miles away. 

ee ee 


Columbia, Missouri—The Missouri State Can- 
cer Hospital for Indigents is to be erected in 
Columbia, Missouri. Plans for the building will 
be drawn at once and construction will begin 
early next spring. 

oe 

Independence, Missouri—The new Jackson 
County Hospital for highway emergency and in- 
digent cases was officially opened recently. The 
hospital is located in one of the wings of the 
Jackson County Home for the Aged, nine miles 
southeast of Independence, Missouri. 


—_——_—@———_ 


St. Louis, Missouri— The new 164-bed ward 
building for Negroes at the Robert Koch Hospi- 
tal, St. Louis, Missouri, was formally opened De- 
cember 14. The new structure was built at a cost 
of $225,000. 

a 

Norfolk, Nebraska—A new building will be 
erected at the Norfolk State Hospital, Norfolk, 
Nebraska. This new structure will help to solve 
the housing problem that has faced the hospital 
for several years. It will be built at a cost of 
$80,000 and will accommodate about 80 men. 
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band. 


Jersey City, New Jersey—The $3,000,000 tu- 
berculosis hospital, a 25-story building which is 
a part of the Jersey City Medical Centre, was 
dedicated recently by the Hon. Frank Hague, 
mayor of Jersey City. The hospital will have 
510 beds. . 

sdiclialiiiataa ine 

Orange, New Jersey—A new floor of 16 dormi- 
tory rooms for nurses has been opened in the 
nurses’ home at the Orange Memorial Hospital, 
Orange, New Jersey. The additional rooms were 
made possible by‘a gift from Mrs. Robert D. Car- 
ter, former chairman of the nursing committee of 
the hospital school of nursing and at present hon- 
orary member of the board of governors. The 
gift was given in memory of Mrs. Carter’s hus- 


ee 


New York City—A city-wide appeal for funds 
for voluntary hospitals is being conducted in New 
York City by the United Hospital Campaign. The 
campaign, which started because three hospitals 
were forced to close, has created wide interest. 
At one meeting of the women’s division about 400 
women, representing more than forty participat- 
ing groups, attended. 


SS 


New York City—The Bronx Eye and Ear In- 
firmary of New York City, built at a cost of 
$500,000, has been opened for private inspection. 
It is one of the best equipped special hospitals in 
the world. The building is four stories in height 
and can accommodate fifty-three patients. 


—_—@j——. 


Schenectady, New York—-Following the suc- 
cessful conclusion of the largest fund-raising 
movement ever attempted in Schenectady, New 
York, Ellis Hospital of that city is completing 
plans for an $800,000 expansion and development 
program. The expansion program will add 100 
beds to the 297-bed capacity of the hospital, and 
will improve and enlarge several scientific depart- 
ments including the x-ray department. 


a 


Black Mountain, North Carolina—Construction 
will be started in the near future on the second 
patients’ wing of the new Western North Caro- 
lina State Tuberculosis Sanatorium located near 
Black Mountain, North Carolina. The new struc- 
ture, which will cost $270,000, must be completed 
within 14 months under terms of the contract. 
Contracts for a new nurses’ quarters are to be let 
soon. This building will cost $30,000. 


nes 


New Bern, North Carolina—As soon as the 
weather permits work will proceed on the new 
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Good Shepherd Hospital, New Bern, North Care- 
lina. The hospital is sponsored by the Diocese of 
-East Carolina of the Episcopal church and will 
serve the negro population of that section. 


—————_—_—_— 


Dayton, Ohio—Bids for the construction of a 
four-story addition to Stillwater Sanatorium, 
Dayton, Ohio, were opened December 29. The 
new building, which will cost approximately 
$190,000, will double thé*bed capacity of the san- 
atorium. ; 

sinspdiilila aaiaats 

Middletown, Ohio—Construction of the 
$200,000 addition to the Middletown Hospital, 
Middletown, Ohio, is expected to be started early 
in January. The campaign for $80,000 in pri- 
vate subscriptions to supplement the $120,000 
contributed by Middletown industries is being 
speeded to completion by the solicitation commit- 
tee. 

oe ne 

Clinton, Oklahoma—The Oklahoma State Board 
of Affairs recently announced an agreement had 
been reached for the appropriation of $115,000 
for the immediate purchase of the Clinton Hos- 
pital, Clinton, Oklahoma. The state will take 
formal possession as soon as deeds can be ap- 
proved by the state attorney-general. 


————— 


McAlester, Oklahoma—Work has been started 
on the new $100,000 state hospital at McAlester, 
Oklahoma. The structure will be used for indi- 
gent cases and will not be connected with the 
state prison. 

iansialliiemacias 

Picher, Oklahoma—A new 18-bed hospital is 
being constructed in Picher, Oklahoma, by Dr. 
M. A. Connell and Dr. Richard Russell, who have 
been operating the Picher Hospital since the 
death of Dr. D. L. Connell in 1932. 


—— =< 


The Dalles, Oregon—The $160,000 improve- 
ment program at the Eastern Oregon Tubercu- 
losis Hospital at The Dalles, Oregon, will include 
the construction of a 50-bed pavilion connected 
with the main hospital building by a covered pas- 
sageway; a laundry and boiler house; a physi- 
cian’s residence and garage; and an addition to 
the nurses’ home. 

ccomkaillinaatiat 

LaGrange, Oregon—Plans have been prepared 
and contracts let for the construction of three 
buildings of the St. Joseph Hospital group at La 
Grange, Oregon. The cost will be approximately 
$180,000. The plans provide for construction of 
six buildings in the group but only half will be 
erected at this time. 
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Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
C. M. Powell, R.N., Director 
1825 Empire State Building 
New York City 


DESIRABLE positions open for Administrators and Direc- 
tors of Nursing, in New York, New England, South, and 
Mid-West, for Anaesthetists, Instructors, Supervisors 
(Operating Room, Obstetrics, Wards, Day and Night), 
Suture and General Duty Nurses. Many eight-hour duty 
with good salaries for qualified applicants. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


DIETITIAN—B.S. degree, state university; graduate work, 
Columbia and University of Chicago; splendid training 
in hospital dietetics; eight years’ experience; past three 
years, chief dietitian, 250-bed hospital. No. 214, Medical 
Bureau, Pittsfield Building, Chicago. 


TECHNICIAN—Registered; B.S., M.S., state university; 
splendidly trained in all laboratory procedures, including 
allergy and intradermal tests; nine years’ experience. No. 
217, Medical Bureau, Pittsfield Building, Chicago. 


DIRECTOR OF NURSES—B.S., M.A. degrees; taught in pub- 
lic schools before entering training; graduate training in- 
hospital administration and teaching; four years’ in- 
structing experience; two years, assistant director of 
nurses, university hospital; seven years, director of 
nurses, school averaging hundred students; recommended 
as exceptionally well qualified person, painstaking in de- 
tails concerning the student and her opportunities; am- 
bitious, quiet, reserved, well poised, highly intellectual. 
No. 215, Medical Bureau, Pittsfield Building, Chicago. 


ADMINISTRA TOR—Graduate nurse who has had a wealth of 
executive experience is available for an appointment: 
B.S. and M.A. degrees; several years as instructor of 
nurses; four years, director of nurses large eastern hos- 
pital where the school advanced and quickly attained 
recognition as one of the best in its state; four years, 
director of professional activities, large hospital, which. 
included duties of assistant administrator; recommended 
as remarkable woman possessing rare personal charm, 
well qualified to administer fairly large institution. No. 
216, Medical Bureau, Pittsfield Building, Chicago. 





SOUTHERN BUREAU OF MEDICAL PROFESSION 
Oleta Milstead, Director 
The Claridge Manor 
Birmingham, Ala. 


Let us help you find an interesting position. 


BECAUSE our business is new and we are in need of special- 
ized hospital workers we are offering free registration 
for the first two months of 1938. 


BECAUSE our future depends upon the service we give, we 
will do our best to serve you well. 


POSITIONS OPEN 





NURSE PLACEMENT SERVICE 
Adda Eldredge, R.N., Executive Director 
Room 513, 8, South Michigan Avenue 
Chicago, Illinois 
“EVERYWHERE” 


WRITE us regarding other interesting positions open 

a AND NIGHT SUPERVISOR—80-bed hos- 

ital on West Coast. 

DIRECTOR, SCHOOL OF NURSING—125-bed southern hos- 
pital; some teaching required. 

GENERAL DUTY NURSES—Openings in selected hospitals 
in all parts of the United States. 

LABORATORY AND X-RAY TECHNICIAN—%5-bed hos- 
pital in New England state; experience necessary; splen- 
did opportunity. 

NIGHT SUPERVISOR for Orthopedic Clinic—50-bed hos- 
pital in midwest; require someone with training in Or- 
thopedics and genuine interest in and sympathy for 
children. 

OBSTETRICAL SUPERVISOR—340-bed hospital in New 
_—" state; experience, tact, and teaching ability re- 


PEDIATRIC SUPERVISOR—1886-bed hospital in southern 
city; 25 to 35 years of age, executive ability and post 
graduate work required; Roman Catholic preferred. 

PHYSIOTHERAPISTS—(a) 900-bed well-known eastern hos- 
pital. (b) 50-bed sanitarium in Pennsylvania, (c) Me- 
dium sized general hospital in Ohio. 

PRACTICAL INSTRUCTOR—235-bed southern hospital. 

SCIENCE INSTRUCTOR—100-bed hospital in large uni- 
versity city in North Central state. 

SCIENCE INSTRUCTOR—89-bed hospital in middlewest: 
degree and experience required; not over 35 years of 


age. 

SCIENCE INSTRUCTOR—Large county hospital in middle- 
west; degree and teaching experience required; excel- 
lent teaching facilities. 

SUPERINTENDENT —85-bed hospital in North Central 
states; to take general charge of housekeeping duties, 
hospital problems and requisitions. 

SUPERINTENDENT and Superintendent of Nurses—125-bed 
hospital in middlewest ha training Pa Be mature, ex- 
perienced person required 

SUPERINTENDENT OF NURSES—80-bed hospital in west- 
ern state; training school. 

SUPERVISOR OF OPERATING ROOM and Out-Patient De- 
partment—50-bed college hospital in south; mature per- 
son preferred with ability to take responsibility; good 
opportunity for one interested in clinic work; $1,450 per 


year. 

TEACHING SUPERVISOR—403-bed hospital in west; good 
academic background necessary; degree preferred; to do 
some relief work in nursing school office. 


INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT: Competent person with experience. 
85-bed Southern hospital; graduate staff. 

DIRECTRESS OF NURSES: 5-bed maternity hospital, 
western state. Affiliate and post-graduate students. 
Post-graduate in obstetrics and experience preferred. 

ASSISTANT IN TRAINING SCHOOL OFFICE: Outstanding 
school, 375-bed Ohio hospital. Beautiful nurses’ home. 
Open January. 

SCIENCE INSTRUCTOR: Educational qualifications. 200- 
bed general hospital. Opportunity for special work at 
Columbia University. Salary, $125. maintenance. (a) 
160-bed Florida hospital. Salary $125. 

OPERATING ROOM SUPERVISOR: With experience and 
executive ability; qualified to assume charge of active 
department; 350-bed mid-western hospital. Salary open. 
(a) 200-bed New York hospital. Salary $125. (a) 150- 
bed Florida hospital. 

SUPERVISOR MEDICAL FLOOR: Children’s hospital, cen- 
tral States. Affiliate and post-graduate students. Ex- 
perience in pediatrics required. 

GENERAL DUTY: Graduate nurses. 8-hour duty. Gen- 
eral hospitals, mental and nervous institutions, and tu- 
berculosis sanatoriums. Salaries, $65-$75, maintenance. 
Night duty, $80-$85. Eastern, mid-western and south- 
ern States. 

DIETITIAN: 165-bed Pennsylvania hospital, well equipped. 
Salarv $110. increase. 

ANAESTHETIST: 200-bed western Pennsylvania hospital. 
Salary open. 275-bed New Jersey hospital. Salary, $125. 











January, 1938 














